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FOREWORD 


The QuartrerLy Review or Surcery, Opsrerrics AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, ete., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the journal are classified and published under the 
following headings: 


1. Anesthesia and Analgesia 10. Abdominal Surgery 10—-H. Pancreas 

. Preoperative and Post- 10-—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia . Proctology 

. Tumors 10—C, Peritoneum . Genitourinary Surgery 

. Neurosurgery 10—D. Stomach and . Gynecologic Surgery 

. Head and Neck Duodenum . Vascular Surgery 

. Plastic Surgery 10—E. Intestines 5. Orthopedic Surgery 

. Thyroid and Parathyroid 10—F. Appendix . Traumatic Surgery 

. Thoracic Surgery 10—G. Liver and Biliary 7. Miscellaneous 

. Breast Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obstetrics Sand 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 
Normal Pregnancy Including Diagnostic Tests The Menstrual Cycle 
Pathologic Pregnancy The Vulva and Vagina 
Ectopic Pregnancy, Hydatid Mole, The Uterus Including Cancer 
Chorionepithelioma of the Uterus 
Normal Labor Including Anesthesia The Adnexa (Physiology and Pathology) 
and Analgesia Operative Gynecology 
Pathologic Labor Including Sterility and Fertility 
Operative Obstetrics Female Urology 
Pathology of Newborn 
The Puerperium 
MISCELLANEOUS BOOK REVIEWS 
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surgery abstracts 


ANESTHESIA AND ANALGESIA 


89. Teamwork in Anesthesia for the Cardiac Patient. vrorrest 
AND CHANCEFORD A, MOUNCE, Los Angeles, California. J. Internat. Coll. 
Surgeons. 18:891-895, December 1952. 


There is no situation in which coordinated effort between the surgeon and the 
anesthetist pays such dividends as in surgical treatment of a patient whose cardio- 
vascular system is diseased. 

A preoperative consultation should be held between surgeon and anesthetist in 
order to reach a full understanding of all aspects of the case. Together they should 
explore the patient's physical status and arrive at an evaluation of the reserve of 
his cardiovascular system. A true picture of the latter may require the services of 
a cardiologist. Such consultation may bring to light conditions that will impose 
severe restrictions in positioning and may limit or alter the preferred plans of 
both the surgeon and the anesthetist. 

At the preoperative visit every effort must be made to gain the patient’s confi- 
dence and relieve his apprehension and fear. He is apt to be particularly concerned 
about the unknown dangers that await him in anesthesia. The surgeon he knows 
and trusts, but this feeling is not automatically extended to the anesthetist. A 
personal introduction by the surgeon brings about the most rapid and effective 
rapport, but if this is not practicable the surgeon should inform the patient that 
he may expect a visit from the anesthetist. The knowledge that the anesthetist 
has been selected by the surgeon and enjoys his confidence serves as a firm founda- 
tion upon which to build assurance. Reassurance gained from a sincere discussion 
will allay apprehension and reduce the need for sedatives. 

Correct premedication is aimed at securing the desired degree of euphoria with- 
out sedation. This requires a fine degree of judgment, since many such patients 
are elderly and others may be accustomed to prolonged use of sedatives. Sedation 
. must always stop short of respiratory depression. 

Not all types of cardiovascular disorder involve the patient in the same degree 
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of risk. Chronic valvular lesions, congenital abnormalities, thyrotoxicosis, and a 
history of mild, indefinite coronary episodes will cause the anesthetist little con- 
cern if the anesthesia is carefully planned and conducted. Heart block or syphilitic 
heart disease with aortic insufficiency may cause sudden death. Recent coronary 
occlusion with myocardial infarction or severe and repeated attacks of angina 
pectoris present the same hazard. Patients with these conditions should be sub- 
jected to operation only under the most extreme and urgent indications. A high 
mortality rate may be expected among patients with frank cardiac decompensa- 
tion. No patient with pleural or pericardial effusion or ascites should receive any 
kind of anesthetic without preoperative drainage of the cavity. 

There are certain fundamentals of an anesthetic procedure that are desirable 
under any circumstances but in the presence of disease of the cardiovascular system 
carry sufficient importance to be considered mandatory. 

Adequate pulmonary ventilation is a necessity. The damaged heart is as sensitive 
to lowered oxygen tension as the nervous system, and the response may be more 


dramatic and sudden, Anoxia increases cardiac irritability and displaces the pace- 


maker. This demands the maintenance of a continuously patent airway, high 
oxygen concentrations in the inspired atmosphere and efficient carbon dioxide 
absorption. 

Fluids should be administered slowly and in only that quantity which is neces- 
sary to meet the demands of normal fluid balance. The sodium ion should be used 
sparingly. Blood poured into a circulatory system to correct hypotension which 
is the result of ineffective cardiac action will only add insult to injury. Blood 
should be used only to replace losses. 

The induction must be smooth. The excessive secretion of epinephrine resulting 
from excitement during induction may initiate serious arrhythmias. Coughing, 
breath holding, spasm of larynx or pharynx and other interruptions in ventilation, 
which usually are relatively innocuous, may produce enough hypoxia to precipitate 
calamitous events in a diseased heart. “Sledge-hammer” inductions may save 
time in a busy operating schedule, but they add immeasurably to the risk. 

Blood pressure must be maintained at or near the normal level. The efficiency 
of coronary circulation is dependent upon diastolic pressure. The narrowed lumen 
and nonresilient wall of a sclerotic artery may so limit the circulatory capacity of 
the coronary vessels that a minor drop in diastolic pressure will result in deficient 
circulation and cardiac anoxia. 

Spinal block has always been condemned categorically in the presence of cardio- 
vascular disorders. In general this is a justifiable stand, but there are some situa- 
tions in which spinal analgesia constitutes less of a physiologic affront than does 
any other anesthetic procedure. The danger lies in the hypotension and resultant 
cardiac ischemia which frequently occur with spinal analgesia. The degree of 
hypotension is almost directly proportional to the number of sympathetic fibers 
blocked. 

The advantages of spinal analgesia need not be denied patients with impaired 
cardiovascular systems if the operation is to be performed upon those parts of the 
body supplied by nerve trunks below the first lumbar segment. The practice of 
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subjecting patients with cardiovascular disease to bilateral spinal blocks above the 
level of the pubis is condemned. 

A regional block, skillfully done, provides safe anesthesia for this type of patient. 
Regional block finds its greatest usefulness in technics of balanced or combined 
anesthesia. 

Cyclopropane possesses some characteristics that make it desirable for cardiac 
patients. Effective concentrations are non-irritating and admit of high concentra- 
tions of oxygen. Induction is rapid and is free from all but the mildest excitement. 
Laryngospasm may be avoided if the induction is not forced. 

The serious disadvantage lies in the fact that cyclopropane so sensitizes the 
conduction system that dangerous cardiac arrhythmias may be initiated by con- 
centrations of epinephrine normally found in circulating blood. MeQuiston selected 
cyclopropane as his first choice for cardiac surgical procedures in children, 

Nitrous oxide and ethylene are unsuited for patients with cardiac disease, 
because of the low concentrations of oxygen necessary if these agents are unsup- 
ported by other agents. Pentothal is ruled out because of its low analgesic proper- 
ties and powerful depressant action on the respiratory center. Combinations of 
nitrous oxide and pentothal, with curare added to secure relaxation, form a satis- 
factory combination and can probably be used with safety in selected cases. This 
technic affords a narrow margin of safety, and the danger of hypoventilation and 
hypoxia is great. 

The pharmacologic action of ether upon the heart and vascular system suggests 
a particular suitability in the presence of pathologic change in these organs. It is 
effective in mixtures containing well over 90 per cent oxygen, it exerts no depressing 
effect on heart muscle, and cardiac output is increased with little change in rate. 
Blood pressure is unaltered in the surgical planes of anesthesia. Ether is a mild 
respiratory stimulant except in deep planes and it provides skeletal muscle relax- 
ation unexcelled by any other agent. Bronchiolar constriction and spasm are re- 
lieved by ether, which differs from cyclopropane or pentothal in this respect. [ts 
analgesic properties are high, and undesirable reflexes are readily blocked. Ether 
has some notable disadvantages: [t brings about some degree of acidosis and lowers 
the glycogen content of the liver. Ether should be administered with a gas machine 
in preference to open drop methods; higher oxygen concentrations are thus available. 
11 references. 


1 good discussion of an important subject.-P. B. P. 


90. Noradrenaline Infusion, Used for Controlling Fall of Blood Pressure in Spinal 
Anesthesia. L. 6. ARO AND M. A. WILJASALO, Helsinki, Finland. Ann. chir. et 
gynaec. Fenniae, 42:38-47, 1953. 


1)-1-noradrenaline (5 mg. of Norexadrin Astra plus 500 mi. of Plasmosan Mi & B) 
was used in spinal anesthesia extending to the level of the fifth thoracic vertebra 
(hypobaric percaine, Ciba, 1:1,500). The writers report in some detail 10 cases, in 
5 of which noradrenaline infusion was begun after the fall in the blood pressure 
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had taken place and in 5 immediately after the administration of the anesthetic. 
In the former of these cases the blood pressure rose rapidly to the normal level; 
in the latter, there was no noticeable fall in the blood pressure at all. The effect 
of noradrenaline was quite obvious in all cases. It can be recommended for regu- 
lating the blood pressure in spinal anesthesia, in which a fall of blood pressure 
must always be taken into consideration. The use of noradrenaline infusion adds 
considerably to the safety of spinal anesthesia. 35 references. 1 figures.-Author’s 
abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


91. Blood Transfusions in Hemorrhage from a Severed Artery. HENRY W. MAYO, JR. 
AND LOUIS B. JENKINS, Charleston, S.C. Arch. Surg. 66:137-1142, February 
1953. 


This experimental study was undertaken in an effort to disprove the prevalent 
idea that in the presence of acute bleeding (as from a peptic ulcer) the administra- 
tion of blood transfusions would cause the bleeding to persist, or would “blow out” 
a clot which had formed in the previously bleeding vessel. Hypotension was pro- 
duced in dogs by the withdrawal of measured quantities of blood from the femoral 
vein, While blood pressure readings were recorded by means of a carotid cannula 
connected to a kymograph. In various animals, the superficial femoral artery was 
severed either before or after the induction of hypotension, and in different series 


of animals, the blood lost was reinfused either while this vessel was bleeding, or 
after bleeding was stopped. The time before bleeding ceased was measured and 
compared with the same bleeding time in a series of controlled animals. Under the 
conditions of these experiments, blood transfusions failed to either prolong the 
bleeding time, or to cause a recurrence of bleeding once it had stopped. 15 refer- 
ences. | table. Author's abstract. 


92. The Ebb and Flow of the Eosinophils inthe Burned Patientand Their Use in the 
Clinical Management. ANNE WRIGHT, JOHN W. RAKER, WILLIAM R. MERRING- 


TON, AND OLIVER COPE, Boston, Mass. Ann. Surg. 137:175-183, February 
1953. 


\ study was made of the eosinophil counts of thirty-one burned patients most of 
whom were admitted shortly after they were burned. Almost all patients who are 
severely burned show a fall in the eosinophil counts immediately after injury. By 
the third or fourth day after injury the eosinophil count normally begins to rise 
and may continue to rise until it reaches extremely high levels during the later 
weeks or months after injury. In our experience this course of events indicates a 
favorable progress of the patient toward healing. Those patients who do not make 
a satisfactory recovery from the injury of the burn continue to have a low eosinopbil 
count and the failure of the normal rise in the eosinophil counts is considered to be 
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a grave prognostic sign. The causes of the great elevation of eosinophils seen in 
those patients making satisfactory progress are not understood.-Author’s abstract. 


I have always fell that in the absence of intestinal parasites a good eosinophil count 
is an evidence of good reaction to infection.—-J. UH. F. 


NEUROSURGERY 


93. Lumbar Sympathectomy in the Treatment of Peripheral Vascular Diseases. 
LOUIS T. PALUMBO, LLOYD F. QUIRIN, AND RUSSELL W. CONKLING, Des Moines, 
lowa. Surg. Gynec. & Obst. 96:162-168, February 1953. 


The value of lumbar sympathectomy in the treatment of peripheral vascular 
diseases is now being recognized and accepted because of the recent reports of en- 
couraging results. The basic principle of this procedure is the release of vasospasm 
and the development of small collateral vascular channels in the unaffected vascu- 
lar bed of the involved extremity. This increases the circulation to the tissues 
sufficiently to bring about many desirable effects, namely; the pain is relieved, the 
edema improves, the extremity becomes warm and dry, ulcers and other lesions 
heal more rapidly, and in those who require a major or minor amputation, the ampu- 
tation can be accomplished at a lower level. 

The sympathectomy does not modify or reverse the existing pathological changes 
in the diseased vascular channels; however, by effecting an increase in the caliber 
of the channels which still have elastic potentialities, improvement in circulation 
follows. 

This report is based on a study of 159 male patients upon whom 221 lumbar 
sympathectomies were performed for a variety of peripheral vascular diseases 
during a five-year period with an adequate and careful in-patient follow-up. The 
conditions or diseases treated were: arteriosclerosis (with and without diabetes) ; 
arterial emboli, aneurysms and thrombosis; Buerger’s disease (thrombo-angiitis 
obliterans); freezing, immersion foot and causalgia; thrombophlebitis, chronic; 
varicose ulcer or chronic leg ulcer; and unclassified peripheral vascular diseases. 

The age groups of the patients studied were from 20 to 84 years. The greatest 
number were in the 51 to 60, 31 to 40 and 20 to 30-year age groups, representing 
35.2, 22.6 and 17.6 per cent respectively. Fifteen per cent were over 60 years of 
age. Age alone was not considered a sole determining factor in the selection of 
patients for sympathectomy. 

Preoperative procaine lumbar sympathetic blocks were performed in most of the 
cases and were an aid in selection of patients which might be benefited by this 
procedure, [t was not the sole criterion for selection of patients, however. 

The operation was performed usually under spinal anesthesia through a trans- 
verse muscle-splitting incision placed at the level of the umbilicus by the extra- 
peritoneal route. The lumbar chain from the second through the fourth lumbar 
ganglia was removed, The patients were ambulated on the first postoperative day. 
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There was no wound dehiscence or postoperative incisional hernia. The wound 
closure was by silk. 

In the entire series the results were considered good to excellent in 65 per cent 
and fair in 28 per cent. In the remaining 7 per cent the results were rated poor. 
The greatest number of patients who were benefited by the procedure were those 
with Buerger’s disease, varicose or chronic leg ulcers, and those who had freezing, 
immersion foot or causalgia. The patients who had arteriosclerotic disease of the 
peripheral vessels, even though their average age was greater than the above 
groups, revealed results which were considered good to excellent in 60 per cent of 
the cases. Thirty-four per cent of the patients with chronic thrombophlebitis 
obtained good to excellent results and 48 per cent were improved. 

The complication rate was less than 10 per cent for the entire series and only one 
death occurred as a result of pulmonary thrombosis. 

The sympathectomy prevented or delayed the need for a major amputation in 
many cases so that many limbs which by former standards or methods of treatment 
would have been sacrificed were saved. If amputation becomes necessary, frequently 
it can be performed at a lower level with safety (in this series 75 per cent were 
performed below the knee; this includes also transmetatarsal and toe amputations), 
and rapid healing will usually ensue in the majority of cases. 

This method of management has resulted in early rehabilitation of many patients 
and has reduced their period of hospitalization considerably. 3 tables.—-Author’s 
abstract. 


HEAD AND NECK 


94. Bilateral Radical Cervical Dissection for Malignant Lesions of the Head and 
Neck. OLIVER H. BEAHRS AND GEORGE L. JORDAN, JR. Proc. Staff Meet. 
Mayo Clin. 27:449, Nov. 5, 1952. 


The usual cause of death in malignant tumors of the head, oral cavity and larynx 
is local invasion from the primary growth or from cervical metastatic lesions. Dis- 
tant metastasis does not play a prominent rdle in most cases. Therefore, it appears 
that adequate removal of the primary growth plus excision of cervical metastatic 
lesions might cause improvement in the five-year survival rate. Such is frequently 
the case when the primary growth can be removed and the metastatic lesions are 
limited to one side of the neck, but when the metastatic process is bilateral many 
surgeons are reluctant to perform radical dissection of the neck with sacrifice of the 
internal jugular veins as a bilateral procedure. 

In recent years, interest in this problem has increased, and studies have been 
made to determine the physiologic consequences of bilateral ligation of the internal 
jugular veins. Studies of the venous circulation of the head have disclosed many 
communications between the intracranial and extracranial systems of veins. The 
most important of these collaterals is the vertebral plexus. The clinical and physio- 
logic importance of this system of veins has been recognized only recently. 
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Since the adequacy of the collateral venous circulation about the head and neck 
has been better understood, radical cervical dissection can be carried out without 
the dangers previously thought to be present when both internal jugular veins 
were removed. This safety is demonstrated by an increasing number of reports of 
cases in the literature and by the 2 cases described in the complete report. 3 
figures. 


The authors have reviewed he anatomy and physiology of the venous circulation of 
the head, with a report of two cases in whom both jugular veins had been removed without 
incident. It is now well established that this procedure can be carried out with little 


risk, and is an integral part of the treatment of carcinoma with bilateral cervical me- 
laslases.— Editor. 


PLASTIC SURGERY 


95. The Exposure Treatment of Burns. MAJ. CURTIS P. ARTZ, CAPT. ERIC REISS, 
CAPT, JOHN H. DAVIS, JR., COL. WILLIAM H. AMSPACHER, Fort Sam Houston, 
Texas. Ann. Surgery 137:456-464, April 1953. 


The treatment of burns by exposure to the air is an effective and practicable 
method of local care. [ts successful application depends on the hard crusts, formed 
chiefly from the exudate of partial thickness burns, and on the integrity of dry 
eschars, composed of the dead skin of deep burns. The crusts and eschars serve 
as protection against infection of partial and full-thickness burns respectively: 
crusts desquamate when partial thickness burns are healed and eschars must be 
removed, preferably by excision, before full-thickness burns are grafted. 

Exposure is indicated in all recent burns that can be completely exposed. It is 
easily applied, but the configuration of some burns may pose problems. Its out- 
standing feature is control of infection. Deep dermal burns heal uneventfully under 
crusts, which protect the burn from mechanical and bacterial trauma. The method 
is potentially dangerous in that it may encourage inexperienced personnel to delay 
skin grafting. Granulating surfaces must never be exposed. Judic’ously applied, 
exposure is as good as other methods and, in certain burns, it is definitely superior. 

In times of disaster adequate numbers of dressings and conditions suitable for 
their proper application would probably not be available. Exposure would then be 
the only feasible method of treatment, and it is therefore particularly gratifying to 
know that excellent results can be achieved by its use. However, the exposure 
method is not foolproof, and like all other forms of therapy, it demands careful 
attention to the body’s physiologic requirements and to details of management. 
It is never an excuse for neglect. 30 references. 


96. The Problem of Burns in Disaster. MAJ. CURTIS ARTZ, CAPT. ERIC REISS, CAPT. 
JOHN H. DAVIS, AND COL. WILLIAM AMSPACHER, Fort Sam Houston, Texas. 
U.S. Armed Forces M. J. 4:39-48, January 1953. 


Recent international events and the increased emphasis on the use of atomic 
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weapons have made a renewed interest in the management of burns mandatory. 
Several significant contributions to burn care have been made by various civilian 
and military centers. 

The treatment of burn shock should take precedence over local care. Although 
a rough guide to fluid replacement can be determined from the weight of the patient 


and extent of body surface burned, the treatment of shock depends on close clinical 
observation of the patient and his urinary output during therapy. 

The local care of burns can be accomplished by the application of dry, fine-mesh, 
gauze dressings or by exposure to the air. A new, one-piece, universal protective 
dressing has been found very useful in the emergency treatment of burns. 

Experience with the exposure method in over 250 patients has shown that it is a 
practicable method of local care. The average healing time of partial-thickness 
burns was 16 days; 77 per cent of the areas healed without infection. Full-thickness 
burns were ready for grafting at the time the surrounding partial thickness areas 
were healed. [In the event of a large scale catastrophe, the simplicity of the method 
may make it the more practicable method of treatment. Its chief disadvantage lies 
in the fact that it is not applicable to all patients under all circumstances. 

In the triage and disaster care of burn patients, those requiring shock therapy 
should be evacuated immediately to an emergency surgical unit. 

Increased emphasis must be placed on the training of physicians in the manage- 
ment of burn casualties. 7 references. 1 figure. 4 tables.Author’s Abstract. 


97. Blood Groups and the Homograft Problem. 4. WoopRUFF AND T. M. 
aLnAN, Aberdeen, Scotland. Brit. J. Plast. Surg. 5:238-242, January 1953. 


Whole thickness skin homografts | em. square were interchanged between two 
volunteers whose blood group combinations were both as follows: O; cde. cde; 
MN; ve; hells; Le @ ve, In addition both volunteers 
gave a negative direct Coomb’s test and a negative indirect Coomb’s test using 
each other's cells as well as known Rh positive cells. 

Besides the homografts each individual received a control autograft of the same 
size. 

The autografts both took and survived permanently. The homografts also took 
but subsequently became necrotic. After three weeks all the epithelium had been 
shed from one homograft and from the other after four weeks. After six weeks no 
trace of either homograft remained. It was therefore concluded that identity of 
blood types to the degree specified is not a sufficient condition for the survival of 
skin homografts in man. The significance of this observation is discussed. 9 ref- 
erences. 3 figures. 


THORACIC SURGERY 


98. Horner's Syndrome Complicating Surgery for Pulmonary Tuberculosis. 
J. weicu, Boston, Mass. Am. Rev. Tuberc. 67:94-100, January 1953. 


The literature covering Horner's Syndrome Complicating Surgery for Pulmonary 


142 « seplember 1953 QUARTERLY REVIEW OF SURGERY 


Tuberculosis is reviewed, and cases reported to illustrate the mechanisms whereby 
the syndrome may be produced: 

1. In phrenemphraxis, the cervical sympathetic nerve may be injured: (a) by 
failure to identify the phrenic nerve properly, and crushing the cervical sympa- 
thetic nerve by mistake, (b) by inclusion of both nerves in the clamp, and (c) by 
inadvertent trauma in searching for the phrenic nerve. Horner's syndrome was an 
occasional complication of phrenic exeresis, but this procedure has been largely 
abandoned. 

2. In internal pneumonolysis, Horner's syndrome may occur when the cervical 
sympathetic pathway deviates from its usual course. Traumatic avulsion of the 
cervical sympathetic nerve may result when the pleural adhesion is severed. 

3. In extra-pleural procedures, injury to the stellate ganglion may occur when 
the surgeon is developing a plane of cleavage between the parietal pleura and the 
endothoracic fascia. This may occur during the establishment of extra-pleural 
pneumothorax and during lobectomy and pneumonectomy when dense adhesions 
of the lung and chest wall are present. 

1. Finally, during thoracoplasty Horner’s syndrome may occur if Semb apicol- 
ysis is performed. 20 references. 


99, Pulmonary Funelion after Segmental Pulmonary Resection for Bronchiectasis. 
BENJAMIN E. ETSTEN, Boston, Mass. New England J. Med. 248:81-86, Jan. 
15, 1953. 


The purpose of the investigation was to determine whether segmental resection 
for bronchiectasis afforded a more physiologic and functional improvement of pul- 
monary function than did lobectomy. In lobectomy, one or more normal pulmon- 
ary segments are usually forfeited with removal of the diseased segments of the 
affected lobe, whereas in segmentectomy normal functioning tissue is spared. The 
results of postoperative pulmonary-function studies are presented in patients with 
bilateral and unilateral segmental resection for bronchiectasis. 

Fourteen unselected patients had either unilateral or bilateral segmental re- 
sections from one to seven years before this study was made. 

Ventilation methods included timed vital capacity, oxygen consumption, tidal 
volume, respiratory minute volume, maximum breathing capacity, walking venti- 
lation, differential bronchospirometry, total lung volume, functional residual air, 
residual air, and arterial blood oxygen pCO, and pl. 

It was found that there was a close agreement on a percentage basis between the 
percentage number of conserved segments and the percentage predicted maximum 
breathing capacity. Timed vital capacity, air velocity index, and ventilation 
equivalent were all within normal limits. It was found that in all but one patient 
hyperinflation after segmental resection did not impair intrapulmonary mixing. 
Four of the eleven patients had relative increases in residual volumes. Of this 
group, 5 patients had 10 or less remaining pulmonary segments; 4 patients had II 
to 12 pulmonary segments remaining; and 2 patients had 16 remaining segments. 
In those cases with only 20 per cent of the total number of segments remaining on 
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one side, these contributed from 20 to 40 per cent of total oxygen consumption. 
As the percentage total number of segments on one side increased, the percentage 
oxygen consumption increased. It was also found that the percentage of total 
ventilation paralleled the number of remaining segments. 


The results of this study demonstrated that with an increase in the number of 
conserved healthy segments, the maximum breathing capacity more nearly ap- 
proached the predicted normal value. 

Differential bronchospirometry revealed that each conserved segment contributed 
to oxygen consumption and ventilation. 

Impaired intrapulmonary mixing was demonstrated in one out of IL patients. 
The increased residual volume in the remaining ten patients was consistent with 
overdistention rather than true emphysema. 

It was concluded that a healthy pulmonary segment, conserved, following uni- 
lateral or bilateral segmental resection for bronchiectasis, contributes to efficient 
pulmonary function. 12 references. 4 figures. 5 tables. 


100. Trealment of Esophageal Varices by Transesophageal Oblileralion. GeorGE 
crite, Je., Cleveland, Ohio. Surg., Gynec. & Obst. 96:573-576, May 1953. 


Transesophageal ligation of esophageal varices is an effective way of controlling 
bleeding in patients with extra-hepatic blocks of the portal vein or its tributaries. 
In many of these cases, true portal hypertension may not be present, and in most 
others, particularly those in whom the spleen has been removed, shunts between 
the portal and systemic systems may be impracticable or useless. 

Radical operations, with resection of the lower esophagus and upper parts of the 
stomach, may be of value in patients with esophageal varices, but these procedures 
varry a high mortality and morbidity and should be avoided whenever possible. 

Seven patients with esophageal varices secondary to extra-hepatic blocks of the 
portal or splenic vein have been treated by transesophageal obliteration of esopha- 


geal varices and have been followed from 33 to 48 months since operation. 


Five of the patients have had no further bleeding since operation, despite the 
fact that prior to operation they had been bleeding on an average of 15 times a 
year for several years and conventional methods of treatment had failed to stop 
the bleeding. 

One of the 2 patients who has bled again appears to be bleeding from a gastric 
ulcer, and the other, who had been bleeding at two week intervals for several years 
prior to operation, has had no bleeding in the past two and a half years and had 
only experienced two small episodes in the first few months following operation. 

Two other patients have been operated upon 21 months and 5 months ago, re- 
spectively, and have not bled since operation. 

There have been no deaths or serious complications following operation in this 
group of cases except for the development of a gastric ulcer in L patient whose 
stomach had been subjected to partial resection, vagotomy, and devascularization. 

This operation has not yet been tried in patients with varices secondary to cir- 
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rhosis of the liver, and it is not known whether or not it will control the bleeding 
in these cases. 

The technique of operation is transthoracic exposure of the lower esophagus 
followed by opening the esophagus and obliterating each of the three main groups 
of varices with a running suture of catgut. The redundant mucosa bearing the 
varices can be pulled up for a long way so that it is possible to reach the stomach 
through an incision two inches above the cardia and likewise to obliterate the 
varices upward several inches above the upper limit of the incision in the esophagus. 
The incision can then be closed carefully in the same direction that it was made. 
1 reference. 1 figure. 1 table. 


101. Blood Eosinophil Count in the Evaluation of Indications for Surgical Operations 
on the Lungs. P. &. A. NYLANDER, A. PEKKARINENE, L. E. ARO, AND MARTTI 
TURUNEN, Helsinki, Finland. Ann. chir. et gynaec. Fenniae. 42:7-22, 1953. 


The writers have employed the eosinophil reaction for examination of adrenal 
function in 11 patients with chronic pulmonary suppuration, and 20 patients with 
carcinoma of the lung. The test medium used was 0.3 mg. of epinephrine; 25 mg. 
of ACTIL was also used in 6 cases. In many patients with pulmonary carcinoma 
there was a markedly increased eosinophil count prior to surgery. The epinephrine 
and ACTH tests were made before operation. The cosinophilice cells were also 
counted after operation to evaluate the effect of stress produced by the operation 
itself. In the series of 34 cases, 11 patients gave an eosinopenic reaction of less than 
40 per cent in the epinephrine test. Five of these patients had carcinoma of the 
lung which was regarded as inoperable; resection of the lung was performed on 6 
patients, 2 of whom died, 3 recovered slowly and | made faultless recovery. The 
remaining 23 patients, in whom the test did not show adrenal insufficiency, made 
good postoperative recovery (8 pneumectomy, 1 lobectomy and 3 thoracoplasty) ; 
only in one case of these recovery was slow. 

On the first postoperative day the eosinophil count was decreased 98 per cent 
from the preoperative value in patients with pulmonary suppurative disease; in 
patients with pulmonary carcinoma, the eosinophil count was reduced 94 per cent, 
These decreases were noted in nearly every patient in both groups. On the second 
postoperative day the decreases in per cent of preoperative eosinophil levels were 
74 and 83 per cent respectively, On the fourth day they were 29 and 16 per cent, 
respectively, or nearly normal. On the seventh, fourteenth and twenty-first days 
postoperatively, the eosinophil counts in both series were normal or a little above 
normal, In two cases with eosinophilia the postoperative recovery was delayed, 

Although epinephrine and ACTH tests are not absolute criteria for the estimation 
of adrenal function it appears probable that they deserve to be taken into con- 
sideration as an indication of adrenal function in the evaluation of the operative 
risks. This seems to be of significance in cases with a chronic inflammatory process, 
17 references. 4 figures. 2 tables. Author's Abstract. 
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102. The Surgical Treatment of Mitral Stenosis. CONRAD R. LAM, Detroit, Mich. 
J. Michigan M. Soe. 52:48-50, January 1953. 


Since March 31, 1950, 82 patients have been accepted for surgical treatment of 
the mitral valve. It was planned to correct the stenosis by the method of Bailey 
and his associates which is commonly referred to as “commissurotomy.” It has 
been found that an increasing number of valves can be opened satisfactorily with 
the? finger alone, a method which has been advocated by Harken and by Brock. 
There were five hospital deaths in the first 19 patients, and only four in the last 63 
patients. Another 3 patients died three to six months after discharge from the 
hospital. One of these with a good technical commissurotomy showed evidence of 
brain damage, presumably due to cerebral embolism. Another patient with marked 
preoperative regurgitation was temporarily improved but expired six months later. 
\ patient with pure mitral stenosis died two months after a supposedly successful 
finger fracture; autopsy showed that stenosis had recurred and that there was 
evidence of fresh inflammation in the valve, 

Of the seventy living patients, two are unimproved and the others are considered 
to have good or excellent results. 

The presence of important mitral regurgitation has been the commonest contra- 
indication to operation. This has been recognized by the finding of an apical 
systolic murmur transmitted well into the axilla, marked enlargement of the left 
auricle and left ventricular hypertrophy. Except in one instance, the presence of 
aortic valve disease has been considered a contraindication. The exception was a 
case of mild aortic stenosis, which was improved by commissurotomy for mitral 
stenosis of severe grade. No patient who exhibited marked heaving of the pre- 
cordium survived the operation. Apparently this sign is indicative of left ventric- 
ular hypertrophy and valvular pathology other than mitral stenosis. 8 references. 
2 figures. -Author’s abstract. 


BREAST 


103. 1 Review of the Effectiveness of Early Treatment in Breast Cancer. ARTHUR 8. 
nevus, Albany, N.Y. Surg. Gynec. & Obst. 96:545-552, May 1953. 


Ina recent article, Park and Lees utilized a review of the literature and an analysis 
of their own data to conclude that treatment of breast cancer has been ineffective. 
The present review evaluates that conclusion. 

Park and Lees emphasize that all survivorship comparisons between groups of 
breast cancer patients must be interpreted in the light of the probable variability 
in degree of intrinsic malignancy of different cancers. It is likely that cancer 
patients operated upon had cancers of lower intrinsic malignancy on the average 
than patients who were inoperable, thus raising the survivorship or cure rate for 
the group operated upon, independently of the treatment. On the other hand, 
cases operated upon after a short duration of symptoms should not involve cancers 
of lower intrinsic malignancy than cases operated upon after a longer duration of 


symptoms, since, if anything, the more malignant cases tend to come to treatment 
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more promptly after onset of symptoms. Therefore, studies showing a higher sur- 
vivorship for cases operated upon after shorter duration of symptoms than for those 
operated upon after longer durations indicate the effectiveness of early treatment. 
They show that the portion of the cases at each level of intrinsic malignancy which 
was treated more promptly experienced a higher survivorship than the other cases 
in the same level of intrinsic malignancy. 

In view of the above reasoning, the four studies quoted by Park and Lees which 
reported a dramatic decrease in five year survivorship as interval between onset of 
symptoms and operation increased, impressively demonstrate the effectiveness of 
early treatment. Fallacies were shown to exist in each of the arguments in the Park 
and Lees article which attempted to disprove that early treatment is effective in 
breast cancer. 

An article by Harrington, published since the appearance of the article by Park 
and Lees, contains data from the Mayo Clinic which further indicate that treat- 
ment is effective in breast cancer. The five year survival rates after radical mas- 
tectomy increased markedly for cases operated upon during successive five year 
periods between 1910 and 1944, for both the group with axillary nodal metastasis 
al operation and the group without such metastasis. The increase in the group with 
metastasis is especially significant. There are no false positive diagnoses of cancer 
in this group. There is no basis for arguing that the more recent cases in this group 
involve cancers of lower intrinsic malignancy on the average than the earlier cases. 
It is also unreasonable to argue that an increase in spontaneous halts to the disease 
took place, independently of treatment, during the period. The improvement in 
the survival rates must reflect improved treatment, performed with reduced delay. 


The fact that this improvement in the survival rates could occur among a group 
that already had axillary metastasis at operation greatly strengthens the con- 
clusion that thorough treatment without delay is effective in treating the entire 
breast cancer population. 3 references. 2 tables.Author’s abstract. 


I agree with the conclusions of the author.—-T. G. 0. 
ABDOMINAL SURGERY 
ABDOMINAL WALL 


PERITONEUM 


104. The Influence of Modern Antibiotics on Abdominal Surgery. ROSWELL. k. 
BROWN, New York. New York State J. Med. 53:171-75, January 1953. 


Surgical diseases of the abdomen are not primarily bacterial but mechanical, 
traumatic, developmental, degenerative, and neoplastic; bacteria play only second- 
ary roles. Acute mastoiditis, peritonsillar abscess, and pleural empyema have 
become relatively rare, but there has been no comparable recent change in ab- 
dominal surgery, except for a great reduction in the incidence of gonorrheal sal- 
pingitis. 
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The death rate from appendicitis shows a consistent decline in recent years; only 
a small part, if any, of this improvement can reasonably be attributed to the anti- 
biotics. Statistics on peritonitis show a fairly constant incidence rate and mortality 
rate for the past decade during which the various antibiotics came into use. 

Various tissues have varying degrees of susceptibility to infections. The lag 
period in healing, the first few days after wounding, is characterized by low tissue 
defense against infection. Antibiotic protection may be needed for this short three 
to five day danger period with subsequent reliance on local wound resistance. 

Treatment of established infection usually calls for systemic administration. 
Infection is defined as invasion of tissue by bacteria. The presence of bacteria on 
or in a wound does not mean infection but rather contamination. Prevention of 
infection should be accomplished, if possible, by use of antibacterial measures and 
antibacterial substances which are not absorbed into the tissues of the human 
body. Routine prophylactic systemic use of antibiotics in abdominal surgery 
seems unwarranted and unjustified at this time; it is not antiseptic because no true 
infection exists at the time of administration, and it is not truly aseptic because 
asepsis properly deals with things outside the patient’s body, preventing wound 
contamination. The risk of infection in abdominal surgery should always be mini- 
mal, Systemic use of the antibiotics carries the risks of the various toxic effects of 
the drugs. One of the greatest dangers is the tendency to substitute antibiotics 
for proper technic. Tmmediate smears and microscopic study may be of great 
therapeutic aid at times. The ideal specific use of an antibiotic against a known 
susceptible infecting organism is rarely possible in connection with abdominal 
surgery. Use of antibiotics without an accurate bacterial diagnosis should always 
be on limited orders, e.g., penicillin 100,000 units now and repeat every twelve hours 
for four doses. 

The local or topical effects of antibacterial substances are of great importance 
outside the body, as in skin preparation for surgery and as in the preparation of the 
bowel for resection, e.g., Neomycin 0.5 Gm. by mouth three times a day for six 
doses. Here the effect is aseptic, helping to prevent bacterial contamination of 
the tissues. 

When the surgeon encounters pus at operation, he may well use some nontoxic 
antibacterial substance, aseptically; to reduce the bacterial contamination of un- 
infected and previously uncontaminated tissues. 

Acute inflammation should not require postponement of operative treatment; 
bacterial complications of surgery can be prevented; early acute inflammatory 
changes usually render the operation easier and safer, whereas the later stages of 
inflammation may produce extensive induration and congestion and distoration of 
tissues which make definitive surgery difficult and dangerous. [t is common prac- 
tice to postpone appendectomy for two months after drainage of an appendiceal 
abscess. This problem should be restudied to determine the optimum time 
interval. 

Sometimes cultures show bacteria of little or no pathogenic significance, when 
other bacteria have been swept away by the antibiotics. Such conditions require 
correction of the anatomic defects and not a search for antibiotic substances which 


148 e seplember 1953 QUARTERLY REVIEW OF SURGERY 


| 
we 


will counteract the organisms which in themselves are not truly pathogenic. 
figures.—Author’s abstract. 


Acule enterogenous peritonitis requires intensive sustained antibiolic therapy. The 
thesis, relative lo the bacterial flora, should be lo mutilate, not mutate.-C. J. B. 


105. Subphrenic Abscess. JAMES J. BERENS, HOWARD K. GRAY, AND MALCOLM B. 
DOCKERTY, Rochester, Minnesota, Surg., Gynec. & Obst. 96:463-70, April 
1953. 


Subphrenic abscesses are serious surgical infections which may present problems 
in diagnosis and treatment. One hundred and fifty-four consecutive cases of sub- 
phrenic abscess treated surgically at the Mayo Clinic from 1930 to 19419 were 
studied. In 90 of these cases the subphrenic abscess was already present at the 
time of admission to the clinic, The most common symptoms were fever and pain, 
and the physical signs were tenderness (59.1 per cent), dullness and decreased 
breath sounds (51.9 per cent), and draining sinus (35.1 per cent). Surgical pro- 
cedures preceded the occurrence of subphrenic abscesses in 74 cases; operations on 
the biliary tract and stomach accounted for three fourths of these. In the other 
80 cases the abscess was not a complication of a surgical procedure; acute appendi- 
citis and rupture of a duodenal ulcer accounted for 44 cases of this group. 

Surgical drainage was established in 160 operations, of which 72 were extraserous 
surgical approaches and 88 were trans-serous types of drainage. An analysis of 
postoperative morbidity disclosed that the average duration of postoperative fever 
in the last five years covered by the study was less than half of that in the first ten 
years. Similarly, the average duration of hospitalization after surgical drainage 
in the last five year period was less than half of that in the first period consisting 
of ten years. 

Complications including small amounts of pleural effusion occurred in 106 pa- 
tients. The most common complications were pleural effusion (54.5 per cent of 
cases), pneumonitis (38.9 per cent), empyema (22.7 per cent), and bronchopleural 
fistula (11.0 per cent). 

In the series of 154 patients there were 35 deaths. The mortality rate for the 
group of patients treated during the first 10 years covered by the study (31.9 per 
cent) was approximately two and a half times as high as the rate for the group 
treated in the last five years (13.3 per cent). The type of surgical drainage had an 
important prognostic bearing, for trans-serous procedures were associated with a 
30.6 per cent mortality rate, whereas with extraserous drainage the death rate was 
13 per cent. The presence of complications attributable to subphrenic infection 
has a profound bearing on prognosis. The mortality rate for patients with com- 
plications was about five times that for patients without complications. 

The most important factors affecting prognosis in subphrenic abscesses are early 
diagnosis and treatment before serious complications develop, and avoidance of 
contamination of serous cavities at the time of surgical drainage.—-Author’s ab- 
stracl. 
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The minimum objective of the surgeon is detection and treatment before trans-phrenic 
complications develop. Poslerior-anterior roenlgenograms and lateral views should be 


made immediately upon suspicion. Antibiotic therapy masks the lesion in many 
cases. J.B. 


STOMACH AND DUODENUM 


106. The Present Status of the Management of Marginal Ulcer. BeNJAMIN FP. BYRD, 
gn., Nashville, Tenn. J. Tennessee State M. A. 46:56-58, February 1953. 


In general, there are many methods of surgical therapy of peptic ulcer which 
have been attempted over the past few years. Of such methods which result in an 
anastamosis between the stomach and jejunum, the most dangerous complication 
is that of marginal or anastamotic ulcer. The treatment of choice for marginal 
uleer is an outline of rigorous medical therapy. If this fails to bring about healing 
of the ulcer, then some form of surgical treatment may be undertaken. 

There is no characteristic interval after the initial surgery during which the 
marginal ulceration will certainly manifest itself. In a series of 25 such patients 
seen at the Vanderbilt University Hospital, 5 had symptoms during the first 12 
months after initial surgery, and 4 went for periods of greater than 120 months 
without symptoms. One patient expired of a perforated marginal ulcer after a 
perforation without other symptoms. 

The roentgenologic diagnosis of marginal ulcer is especially unreliable when dem- 
oustration of the ulcer crater is attempted, The presence of subjective tenderness 
over the anastamotic stoma as demonstrated under fluoroscopic examination is the 
most constant finding in the reported series (41 per cent). 

The surgical treatment to be undertaken is based on the operation which resulted 
in the ulcer. The end result must include a three-fourths resection of the stomach, 
including all the distal end; if this has previously been carried out, then a complete 
vagotomy should be accomplished at the level of the diaphragm. 

The treatment of marginal ulcer is difficult and the diagnosis is not easy to 
establish. There is no absolute cure for the condition but the methods outlined 
seem to be the best available at the present time. 4 references. 5 tables.—Author’s 
abstract. 


107. Surgical Management of Gastric and Duodenal Uleers. rReDERICK W. SMITH, 
Huntsville, Ala. J. M.A. Alabama 22:177-80, January 1953. 


In the author’s opinion gastric ulcers should all be treated by subtotal gastric 
resection. In favor of this argument: gastric carcinomas have shown healing by 
x-rays; 10 to 20 per cent of all gastric ulcers are malignant, the malignancies oc- 
curring frequently on the lesser curvature and being accompanied by free acid; the 
longterm medical cure rate of gastric ulcers is only about 50 per cent; the recurrence 
rate of gastric ulcer is very high following vagotomy and gastroenterostomy and 
very low following subtotal gastric resection. 

In contrast, duodenal ulcers should be handled medically, unless indications for 
definitive surgery arises. These are: pyloric obstruction; uncontrollable bleeding, 
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ora previous bleeder with return of ulcer symptoms; a single episode of perforation 
with return of ulcer symptoms; intractability, or the inability to live satisfactorily 
in one’s environment without recurrent ulceration. 

Simple gastroenterostomy and simple vagotomy have both been abandoned in 
the definitive treatment of duodenal ulcer due to the high incidence of recurrence 
following them. Vagotomy combined with gastroenterostomy and subtotal (70 
per cent plus) gastric resection are discussed. Subtotal gastric resection is named 
as the operation of choice by the majority of surgeons and university groups in 
spite of its higher mortality because of its lower recurrence rate at the hands of the 
majority, and because of the lower incidence of postoperative complications such 
as diarrhea, poor gastric tone, and delayed emptying. However, it is suggested 
that vagotomy and gastroenterostomy be used in those cases with residual inflam- 
mation or in which the position of the ulcer endangers the common duct in re- 
section. Combination vagotomy and gastric resection is advised against because 
of the increase in postoperative complications among many, while there is only 
five per cent recurrence with subtotal gastric resection. 

The experience of the Jefferson-Hillman Hospital charity service with subtotal 
gastric resections, over an 18 month period, was discussed with presentation of 44 
cases, and was found to be similar to the experience of other groups throughout the 
country. Of those patients (26 per cent) with duodenal ulcer, who developed the 
“dumping” syndrome, all had recovered in six months or less. 1 table.—Author’s 
abstract. 


108. Mechanism of Pain in Peplie Ulcer. sULIAN M. RUFFIN, GEORGE J. BAYLIN, 
CLARENCE W. LEGERTON, JR., AND E. CLINTON TEXTER, JR., Durham, N, C, 
Gastroenterol. 23:252-64, February 1953. 


The mechanism of the production of pain in peptic ulcer has been a source of 
controversy for years. Some investigators believe that ulcer pain is due to chemical 
irritation by hydrochloric acid of pain fibers in the ulcer. Others, however, feel 
that pain is the result of increased motility and spasm, and there are those who 
believe that pain is produced by acid-causing spasm at or near the ulcer site. In 
an effort to determine which of these conflicting theories is correct, the following 
study was undertaken. 

In this study the acid values were rendered relatively constant at a high level, 
and the relationship between motility and ulcer pain was studied. One hundred 
patients having active ulcer pain were studied. A hydrochloric acid-barium sulfate 
mixture was given, and the motility of the stomach and duodenum observed inter- 
mittently fluoroscopically for 30 minutes, noting the presence or absence of pain 
during this period. The “acid-barium” test was positive in approximately one 
third of the cases. In all patients having a positive test, there was definite evidence 
of altered motility, such as spasm at or near the ulcer site, or increased peristaltic 
activity without emptying of the stomach. The normal gastric evacuation mech- 
anism was altered. In all patients having a negative test either the stomach 
emptied promptly, or in a few cases peristalsis was slow and ineffectual. Acid 
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barium was demonstrated at the ulcer site in every patient having a negative test. 

Parenteral administration of anticholinergic drugs resulted in prompt subsidence 
of pain within a few minutes, even though acid barium was demonstrated at the 
ulcer site or in the ulcer crater. The relief of pain coincided exactly with diminution 
or absence of peristalsis, or resumption of normal motility and gastric evacuation. 
In the light of these studies it is believed that the pain of peptic ulcer is invariably 
related to altered motility. 35 references. 6 figures. 3 tables.--Author's abstract. 


109. Endoscopic Aspects of the Gastric Mucosa in Relation to tls Function. svepuen 
J. STEMPIEN, JACOB FE. ORTILL, AND NORMAN W. KARR, Long Beach, Calif. 
Gastroenterol. 23:55-59, January 1953. 


There are definite correlations on a group basis between the various mucosal 
pathologies and the level of HCL acid secretion in response to histamine. Super- 
ficial gastritis and atrophic gastritis correlate with hyposecretion, and hypertrophic 
gastritis with hypersecretion. The normal mucosa encompasses the entire range 
of acid secretion from hypofunction to hyperfunction. This basie pattern holds 
true whether or not gastric or duodenal ulcer is present, so that in duodenal ulcer 
there is not only funetional hypersecretion but also the hypersecretion associated 
with the higher prevalence of hypertrophic gastritis. In gastrie ulcer, the common 
finding of hy posecretion is usually associated with the greater prevalence of super- 


ficial and atrophic gastritis. 7 references. 4 tables. Author's abstract. 


110. The Effect of Newer Anticholinergie Drugs Upon Gastric Secretion in’ Man. 
JOSEPH B. KIRSNER, ERWEIN LEVEN, WALTER L. PALMER, HAROLD FORD, AND 
JEAN MAHAPRPEY, Chicago, IL Gastroenterol. 23:199-218, February 1953. 


The effects on gastric secretion of six anticholinergic drugs were compared: 
Banthine (Searle), Prantal (Schering), and four new preparations, designated as 
AP-193 (Abbott), -0407, and U-0229 (Upjohn). The effects on basal 
gastric secretion were investigated in 359 experiments, with the drugs administered 
intramuscularly in 165, orally in 176, and intraduodenally in 18 experiments. The 
influence of U-0385 and -0229 on nocturnal and 24 hour secretion were studied 
ina small group of patients. The continuous gastric secretion before, during, and 
after intravenous infusion of -0229 was measured in 7 patients with duodenal 
uleer. The effects of these compounds on gastric secretion stimulated with a 
histamine analog, 3-beta aminoethylpyrazole, were investigated in 31 studies. 

The antisecretory potency of the five compounds administered intramuscularly 
was, in decreasing order: (-0229, 0-0385, Banthine, U-0407, and Prantal. Only 
1 -0229 and U-0385 decreased gastric acidity significantly when given orally. 
L-0407, Banthine, and Prantal were less effective, in the order named; AP-193 
was totally ineffective. The intravenous infusion of (-0229 induced prolonged 
anacidity in the majority of the patients studied. Compounds U-0229, -0385, 
1 -0407, Banthine, and Prantal delayed, but did not suppress, the gastric secretory 
response to 3-beta aminoethylpyrazole. 

In general, there was wide variation among individuals in the degree of secretory 
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inhibition and in the occurrence of side effects with the same dose of a compound. 
However, quantities suppressing gastric secretion most completely were more likely 
to induce side effects. Anticholinergic drugs administered orally were much less 
effective than those given intramuscularly. None of the compounds studied thus 
far produced the desired degree of secretory inhibition consistently and without 
side effects; however, some progress is being made in the search for an effective 
gastric antisecretory agent with fewer side reactions. 36 references. 2 figures. 
12 tables. Author's abstract. 


LIVER AND BILIARY TRACT 


Graded Hepatic Arterial Ligations in Experimental Ascilis. HAROLD LAUPMAN, 
ALFRED ROSS, VICTOR M. BERNHARD, ROBERT V. BOURDEAU, WALTER FE. FURR, 
JR., AND THOMAS ©. DOUGLASS, Chicago, IIL Surg., Gynee. & Obst. 96:409— 
19, April 1953. 


The nature of this experiment allowed us to compare differences in the effect of 
limited hepatic arterial ligations on physiologic changes accompanying portal 
hypertension. Prior to surgery, control chemistry studies were made on each 
animal's blood including total protein, albumin-globulin ratio, and serum sodium 
determinations. [In most animals these determinations were supplemented by 
serum glucose, alkaline phosphatase, hematocrit, sedimentation rate, blood urinary 
nitrogen levels, and serum bilirubin studies. Biweekly photographs and blood 
chemistry determinations were made postoperatively on each animal for seven 
months or until death, whichever occurred first. The postoperative care included 
the daily administration of penicillin for one week. Animals were fed the standard 
kennel diet. Blood transfusions were given immediately after surgery when they 
appeared to be indicated. Postmortem studies were made on each animal, and 
injection studies of the hepatic circulation were photographed in some of the 
animals. Eighteen dogs were used in the various pilot experiments, while 41 dogs 
were used in the reported study and were divided in groups as follows: 

Group [ (10 dogs). Partial constriction (50 per cent) of the inferior vena cava 
in the thorax about 3 em. above the diaphragm, using an aluminum band according 
to the method of Mehee and associates. This group served as a control group 
and received no other treatment. Vena caval pressures below the band were re- 
corded before and after the band was applied. 

Group IT (13 dogs). Thoracic caval band plus “limited” hepatic arterial ligation 
consisting of ligation and division of the splenic artery, splenectomy, ligation, and 
division of the hepatic artery and cholecystectomy. Removal of the gallbladder 
and spleen were done only as ancillary measures to prevent possible necrosis of 
these organs following the ligations. In seven of these animals this procedure was 
‘ done at the same operation as the application of the thoracic caval band. In the 
other six animals the arterial ligations were done two weeks after the caval band 
was in place and ascites was present. Portal vein pressures were taken before and 
immediately after splenectomy and again after hepatic artery ligation and chol- 
ecystectomy. 
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Group III (18 dogs). Thoracic caval band plus “massive” arterial deprivation 
consisting of ligation and division of the splenic artery, splenectomy, ligation, and 
division of the main hepatic artery, right gastric artery, gastroduodenal artery, 
and all hepatic proper arteries with removal of the entire intervening segment of 
tissue containing lymph nodes and small vessels, and finally, cholecystectomy. The 
denuded common bile duct and portal vein were the only structures left intact in 
the area. Since rather remarkable variations in the vascular anatomy in this area 
were seen, a sketch of the arterial pattern of these vessels was made at the oper- 
ating table in each case. Portal pressure studies were made as in group II. In 
10 dogs the procedure was done simultaneously with application of the thoracic 
caval band, while in 8 dogs the abdominal work was done two weeks afterward, 
when ascites was present. In addition to the usual postmortem studies, infection 
studies of collateral circulation were photographed. 

Pressure studies were made on the portal vein in each group, and in summary, 
indicated that in group IL animals portal pressures dropped an average of 2 em. 
of water after splenectomy with an additional average drop of 4 cm. of water after 
a simple hepatic arterial ligation. In group IIT animals there was an additional 
2 em. drop in portal pressure after the massive arterial deprivation as compared 
to that in group IL animals. The femoral arterial pressures were not altered from 
preligation levels, so that in neither group could diminution in portal pressure be 
attributable to a drop in systemic arterial pressure. 


Alterations in ascites accumulation induced by limited versus massive arterial 
deprivation can be summarized as follows: A limited type of hepatic artery liga- 
tion, although accompanied by splenectomy and cholecystectomy, did not prevent 


ascites in either the immediate or delayed group. However, there was more of an 
effect on the pattern of accumulation of ascites when the ligation was done simul- 
taneously with the application of the thoracic caval band than there was following 
the delayed type of ligation. In animals with a massive type of hepatic arterial 
deprivation, the pattern of ascites accumulation was altered rather remarkably in 
the dogs surviving this procedure when it was done simultaneously with the appli- 
cation of the thoracic caval band. When the arterial deprivation was done in the 
delayed phase, the surviving animals developed a varying amount of ascites on a 
more or less cyclic basis, roughly every six weeks, lasting a few days each time. 

The mortality studies indicated that in group T animals (control group) the over- 
all mortality was 12.5 per cent. In group IT animals it was 23 per cent; in grotp 
IIT animals it was 55 per cent. The causes of death were analyzed. Postmortem 
injection studies in the various animals revealed six traceable sources of collateral 
hepatic blood supply. 

In brief, we believe this series of experiments indicates that in dogs the collateral 
circulation of the liver is great enough to render anything less than a massive 
excision ligation so incomplete as to be almost ineffective in preventing the recur- 
rence of ascites. Our evidence suggests that, within certain limits, the more ex- 
treme the arterial deprivation of the liver, the better the protection against the 
formation or reformation of ascites. On the other hand, the greater the arterial 
deprivation of the liver the higher the mortality.—Author’s abstract. 
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PANCREAS 


112. Acule Hemorrhagic Pancrealilis. WeENRY N. KENWELL, AND PHILIP B, WELS, 
Buffalo, N.Y. Surg., Gynec. & Obst. 96:169-170, February, 1953. 


Salt-free human serum albumin was added to the currently accepted therapeutic 
measures for acute hemorrhagic pancreatitis in a series of LL consecutive cases, 
proved by laparotomy, at the Millard Fillmore Hospital. The rationale of this 
treatment was founded on the report of Kk. Landsteiner, in 1900, of an antitryptic 
factor in human serum albumin, and was strengthened by recent studies indicating 
the importance of antiproteolytic activity in pancreatitis. 

Beginning immediately after operation, 300-500 c.c. of the serum was given in- 
travenously for three to five days. All the patients survived. In contrast, 6 
deaths (31.6 per cent) occurred among 19 control patients who received only the 
usual therapy. Hospital stay averaged only 12 days for the serum-treated group, 
compared with 17 days for the survivors of the control series. 

The serum albumin should be given slowly and cautiously to cardiac patients, 
as it may produce cardiac decompensation with pulmonary edema. One such re- 
action was noted in the series, but was rectified by administering the serum at a 
slower rate. [It was the only untoward reaction observed. 

Controlled studies on dogs with experimentally induced acute hemorrhagic pan- 
creatitis substantiate these findings to date. Both clinical and canine investigations 
are being continued; detailed reports of the results will be forthcoming. 2 refer- 
ences.—-Author’s abstract. 


This is an ertraordinary therapeutic result. Serious hypovolemia exists in this dis- 
ease and is often nol correcled. The antilrypsin consideration is a fundamental also; 
methods are available for measuring trypsin inhibitor. —C. J. B. 


GENITOURINARY SURGERY 


113. Total Adrenalectomy for Reactivated Carcinoma of the Prostale. 3. HART WELA. 
HARRISON, Boston, Mass. New England J. Med. 248:86-92, Jan. 15, 1953. 


Control of cancer of the prostate beyond the effects of orchiectomy and estrogen 
therapy has been attempted in 9 patients by adrenal inhibition with cortisone and 
in 7 patients by total adrenalectomy. Objective evidence of adrenal inhibition 
was obtained with cortisone alone and subjective relief of pain from reactivated 
cancer was achieved in 8 of 9 patients, A striking fall in serum acid phosphatase 
occurred as a result of cortisone in | patient. Because of the improvement seen 
after cortisone inhibition of the adrenal, a study of the effect of total adrenalectomy 

" on reactivated carcinoma was undertaken; the early results in 7 cases are reported. 
Relief of pain was accomplished in 5 of 7 patients; objective signs of improvement 
were better nutrition, increased strength, diminished serum acid phosphatase in 
three, decrease in the size of soft tissue masses in two, and roentgenographic evi- 
dence of the healing of osseous metastases in three. The thought is expressed that 
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improvement obtained by this therapy is accomplished by means of altered met- 
abolic processes pursuant to changing of the hormonal environment of the neo- 
plastic cell. ‘Total elimination of androgens in the urine did not occur after total 
orchiectomy and adrenalectomy, however striking diminution of androgens oc- 
curred. One patient whose cancer progressed more rapidly after adrenalectomy 
showed definite evidence of improvement with large doses of cortisone or hydro- 
cortisone. It is concluded that the role of the adrenal cortex and the corticosteroids 
in the growth of prostatic and other forms of cancer demands further investigation. 
12 references. 3 figures.-Author’s abstract. 


114. Facets About Urelerosigmoidostomy. CREEVY, Minneapolis, Minn. J. A. 
M. A. 157:120-23, Jan. 10, 1953. 


While Bollman and Mann demonstrated in 1927 that urea was absorbed from 
the colon of the dog after transplantation of the ureters into it and while its occur- 
rence in the human was confirmed by Boyd in 1931 and by Jewett in 1910, Ferris 
and Odel in 1950 were the first to demonstrate that it occurred in any considerable 
proportion of the cases. They were able to demonstrate the occurrence of hyper- 
chloremic acidosis in 79 per cent of 41 patients at varying intervals following 
ureterosigmoidostomy. ‘They demonstrated that it could be corrected temporarily 
by continuous irrigations of the bowel with plain water. Lapides in 1951 was the 
first to emphasize the importance of impaired renal function in producing severe 
hyperchloremic acidosis. 

Ureterosigmoidostomy and cystectomy have been advocated by a number of 
urologists for early carcinoma of the bladder. This paper examines the question 
of whether there is anything to be gained by the use of this operation in the cir- 
cumstances. [t seems fairly obvious that the cure rate of small or early carcinoma 
of the bladder would be greatly improved by ureterosigmoidostomy and cystectomy, 
particularly if this were accompanied by pelvic lymphadenectomy. llowever, it is 
a question whether the increased cure rate can be sufficiently great to compensate 
for the complications which so frequently follow ureterosigmoidostomy. 

rom serutiny of the literature one learns that 70 to 80 per cent of symptom-free 
five year survivals may be expected when small or early carcinoma of the bladder 
is treated by such relatively conservative methods as transurethral resection, elec- 
trocoagulation, segmental resection of the bladder, and the implantation of radon. 

The surgical mortality of ureterosigmoidostomy in exstrophy of the bladder has 
ranged from 10 to 15 per cent. This is followed in the ensuing five years by an 
additional mortality of about 13 per cent, largely from hydronephrosis and pye- 
lonephritis. There is, in addition, a considerable morbidity from pyelonephritis and 
from hyperchloremic acidosis. 

Studies carried out on 6 patients showed that reducing the size of the intestinal 
loop exposed to urine, using segments of the bowel other than the sigmoid, and 
varying the interval between voidings did not influence the frequency nor severity 
of hyperchloremic acidosis which appeared to depend primarily on the degree of 
associated renal damage, 
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For these reasons it does not appear advisable to recommend the use of uretero- 
sigmoidostomy and cystectomy in early or superficial carcinoma of the bladder. 
12 references. 1 figure. 3 tables.—-Author’s abstract. 


115. Further Experience with an Operation for the Cure of Certain Types of Impo- 
lence. OSWALD S. LOWSLEY AND ANTONIO RUEDA, New York. J. Internat. 
Coll. Surgeons 19:69-77, January 1953. 


This is an analysis of the indications for, and the results of, the operation devised 
by the senior author in 1933 and utilized on man after thorough experimentation 
on dogs. Essentially, the operation consists in shortening the ischiocavernosus 
muscle on each side and plicating the bulbocavernosus muscle, which has its own 
tendon. These procedures are done through a perineal exposure and by the use of 
ribbon gut, which does not tear the delicate muscles. A compression suture is 
placed in the suspensory ligament, preventing a too rapid flow of blood out of the 
penis, Which would interfere with stasis. 


Of more than 1,000 patients operated upon in this and other countries, 273 were 
followed up. About 75 per cent were cured or benefited. The most consistently 
successful cases have been: (1) those due to straddle injuries, perineal operations, 
and rupture of the urethra accompanying pelvic fracture, and (2) those in which 
impotence followed sexual hyperactivity in youth or long periods of masturbation. 
The operation is not recommended in cases of psychic impotence, neurologic cases 


in which the nervous chain has been broken, or traumatism resulting in rupture 
of the pudendal nerve on both sides. There has been some success in operating on 
elderly men, but generally speaking, the procedure is not recommended for them. 

\ case is described; the patient, a 21 year old Colombian toreador, had been 
gored by a bull at the age of 12, with destruction of the entire urethra and surround- 
ing musculature. Dr. Fidel Torres-Leon, of Bogota, reconstructed the urethra by 
a brilliant plastic operation, but the patient was completely impotent. However, 
he was successfully operated on by the authors for this condition. 4 references. 
2 figures. Author's abstract. 


GYNECOLOGIC. SURGERY 


116. An Operation for Post-Operative Vesico-vaginal Fistula. J. STREAN, 
Montreal, Canada. Am. J. Obst. & Gynec. 64:1322-27, December 1952. 


Most of the vesico-vaginal fistulae seen now are postoperative, following the more 
radical surgical procedures being done at the present time. These fistulae are 
usually located high up in the vault of the vagina, on the floor of the bladder, and 
in the area of the trigone. 

" Because of this location, an extraperitoneal approach was devised, whereby the 
bladder is separated and freed, laterally and posteriorly from the vagina, so as to 
make two openings, one into the bladder and another into the vagina. The bladder 
is opened at the vault. This opening is carried down to the site of the fistula where 

° the sears of the bladder and the vagina are excised separately. The opening into 
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the vagina is closed transversely in two rows crossing one another. Then the bladder 
is closed from the bottom up with No. | chromic catgut, the mucosa allowing to 
invert. A Pezzer catheter is inserted and sutured into the final small opening in 
the dome of the bladder. Two drains are inserted and the wound is closed in layers. 

The principles of the repair are discussed; the preoperative preparation as well 
as the postoperative care are also outlined. The results have been very satis- 
factory... Author's abstract. 


VASCULAR SURGERY 
117. Pericardial Diverlicula. PENTTI 1. HALONEN AND HEINO LAITINEN, Helsinki, 
Finland. Ann. chir. et gynaec. Fenniae, 42:23-32, 1953. 


The writers report on a pericardial diverticulum in a 20 year old man. The di- 
verticulum was surgically removed. It was found at operation that a jetlike stream 
of the pericardial fluid into the pouch during diastole greatly enlarged the diver- 
ticulum, which had been detached from its surroundings. The writers emphasize 
the significance of increased pericardial pressure in the etiology of pericardial di- 
verticulum. [t is obvious that in the case reported strong movements of the heart 
produced a diastolic rise in the intrapericardial pressure, which then made a weak 
part (congenital or acquired) of the pericardial wall bulge out into a diverticulum. 
The diverticulum produced no untoward symptoms, but since it was not possible 
to make a differential diagnosis between a pericardial diverticulum and malignant 
intrathoracic tumour without thoracotomy, the surgical removal of the divertic- 
ulum was indicated. 19 references. 3 figures.—Author’s abstract. 


ORTHOPEDIC: SURGERY 


118. Fractures Involving the Distal Epiphysial Cartilage of the Radius. wuarp &. 
porTer, Sayre, Pa. Postgrad. Med. 13:39-44, January 1953. 


The epiphyseal cartilage most commonly found to be injured by trauma is that 
of the distal radius. Fractures involving this epiphyseal cartilage may be divided 
into three groups dependent on the location of associated fracture lines on roent- 
genographic examination. Trauma to an epiphyseal cartilage may result in loss of 
the function of producing growth in length of a bone, the cartilage undergoing pre- 
matt re ossification and resulting in epiphyseal-diaphyseal fusion. Premature ossi- 
fication and epiphyseal-diaphyseal fusion may result in a short radius and radial 
deviation of the wrist, unless the patient’s age is such that normal epiphyseal- 
diaphyseal fusion of the distal ulna follows shortly thereafter. These clinical de- 
formities occur months after the fracture has healed and can cause unnecessary 
disabilities. No definite relationship exists between the type of fracture and the 
development of premature ossification of the epiphyseal cartilage. With the use 
of serial roentgenograms of the injured and normal wrists at intervals of three to 
four months premature ossification of the epiphyseal cartilage can be very readily 
detected before any major deformity develops. Epiphyseodesis of the distal ulna 
should be then considered in an effort to prevent deformity at the wrist due to over- 
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growth in length of the ulna when the distal radial epiphyseal cartilage no longer 
functions. Thirty-four cases of fractures involving the distal epiphyseal cartilage 
of the radius are reviewed. In six patients early epiphyseal-diaphyseal fusion was 
detected on roentgenogram before clinical deformity occurred. Two patients re- 
quired distal ulnar epiphyseodesis because of a potential deformity of the wrist. 
It is felt that the normal anatomic and functional anatomy thus maintained at the 
wrist justifies the prolonged follow-up care necessary for early detection of these 
potential deformities. 3 references. 2 figures. | table.—-Author’s abstract. 


119. Diagnostic Lumbar Disk Puncture. waik, Eskilstuna, Sweden. Arch. 
Surg. 66:232-43, February 1953. 


Clinical analysis of 67 cases examined by disk puncture has revealed the follow- 
ing: Pain on coughing is more frequent in disk rupture than in degenerated disks 
without rupture, whereas numbmess is less frequent. A strongly positive Laségue 
sign occurs oftener in disks with than without rupture; in simple rupture this sign 
usually disappears in some months, whereas in degenerated disks a strongly positive 
sign may be found in cases of various duration. Differences are even found in some 
of the other clinical symptoms and signs. As a working hypothesis, it seems justi- 
fiable to consider that two different clinical symptom complexes (syndromes) may 
be caused by the intervertebral disk, that of nerve root compression and irritation 
by a perineural spread of the contents of the nucleus pulposus. In many cases, 
there is a combination of the two. 

Disk prolapse, as diagnosed by myelography and by clinical findings, is not a 
homogenous group if examined by disk puncture. In most cases there is a ruptured 
disk. However, in rupture with spread of the contrast there is an indication for 
surgery only if tissue sequesters are found in the spreading contrast, or if there is 
a bulging of the edges of the rupture. If these conditions are absent, negative 
findings on operation are to be expected, even if there has been radiating pain on 
puncture; in these cases treatment should be conservative. In verified disk pro- 
lapse, puncture may demonstrate a degenerated disk but no rupture; those are the 
degenerated disks with local posterior bulging (concealed disks). This is a new 
orientation. Together with the clinical findings described in the former heading, 
it is a new basis for the clinical evaluation of a case and for the selection of cases 
for operation. 

A review of lumbar disk puncture is given, and a modification of the technic, 
avoiding exposure of the roentgenologist’s hands to the rays, is described. 6 refer- 
ences. 7 figures. 7 tables. Author's abstract. 


120. Fracture Separation of the pper Humeral Epiphysis. c. serveny. Exeter, 
England. Surg. Gynec. & Obst. 96:205-209, February 1953. 

Twenty-eight cases were reviewed. The injuries were of two types: firstly, 
epiphyseal separation without diaphyseal fracture (3 cases)—here the fracture 
was stable after reduction because of the shape of the fragments. In the second 
group (25 cases) the epiphysis separated antero-laterally at the epiphyseal line but 
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postero-medially a wedge of bone fractured from the shaft remained attached to 
the humeral head. The soft tissues were torn antero-laterally but remained intact 
postero-medially. Of the first 20 cases treated in this group, in only 3 was a full 
reduction obtained and held by closed methods. In no case was immobilization 
above right-angled abduction. 

Review of cases treated by closed methods revealed full function in all but two. 
These had united with displacement and gross angulation and lacked 30° flexion 
and abduction. Six open reductions were performed. More recently five cases 
were treated by manipulative reduction by traction in 135° abduction, 30° flexion 
and neutral rotation, accompanied by direct pressure over the displaced upper end 
of the shaft and followed with three weeks’ immobilization in this position. Full 
reduction was obtained and held in each. 

It was concluded that patients with slight or moderate angulation and incom- 
plete displacement can be expected to regain full function without specific treat- 
ment and to have no apparent deformity. Those in the upper age range with 
marked deformity and those with complete displacement should be treated as 
indicated above, minimizing the necessity for open reduction in recent cases. 4 
references. 12 figure. Author's abstract. 


121. Surgical Creation and Repair of Massive Defects of the Pelvis for Osteomyelitis 
and Bone Tumor: Early Resulls in 4 Cases. LipscomB, Rochester, 
Minn. Proc, Staff Meet., Mayo Clin. 27:441-48, Novy. 5, 1952. 


\ number of cases of unilateral excision of the pubis and ischium or a part of the 
lium have been reported in the literature. However, to the author's knowledge 
there have been no reported instances in which the entire tie arch of the pelvis has 
been excised. Likewise, with the possible exception of a case reported by Kocher 
in the late nineteenth century, no instances of resection of the ischium and pubis 
together with the entire hip joint have been reported. 

Four cases are reported by the author in which massive surgical defects of the 
pelvis were created. In cases | and 2 the tie arch of the pelvis was excised because 
of osteomyelitis. In both instances drainage was eliminated and healing obtained 
after the presence of the disease for 15 and LL years, respectively. In cases 3 and 
4 the ischium, pubis, acetabulum, and head and neck of the femur were excised 
because of a grade | chondrosarcoma and cellular chondroma, respectively. Fifty- 
four and seventeen months, respectively, after the operations the neoplasms had 
not recurred. In case 3 repair of the defect with a vitallium prosthesis failed as 
did an attempted arthrodesis of the surgically lengthened femur and the remaining 
stub of the ilium. Some degree of stability seemed to have been obtained by a 
modified mold arthroplasty, although at the time of the report it} was still too 
early to know the final outcome of this procedure. In case 4 stability was secured 
by re-establishing the length of the extremity with a 2 inch bone graft which was 
fused to the body of the ischium and the trochanteric region of the femur. In- 
ternal fixation was secured by straightening a Moore blade plate and using this as 
a splint. The surgical approach and procedure used in case 4 are described. 
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On the basis of observations in the 4 cases, the following conclusions seem 
justified: 

1. Excision of the tie arch of the pelvis or an entire ischium and pubis together 
with the acetabulum and head and neck of the femur may be advisable because of 
osteomyelitis or neoplasms. 

2. Removal of the tie arch of the pelvis seems to result in no appreciable dis- 
ability of the patient. 

3. Removal or disruption of the tie arch of the pelvis in the 4 cases reported in 
the complete paper has not resulted in low back pain. The probabilities are that 
sacroiliac sprain or strain as a cause of low back pain is extremely rare and perhaps 
nonexistent. 

1. In carefully selected instances, excision of the major portion of the pelvis 
together with its intrinsic muscles and the entire hip joint is preferable to inter- 
innominoabdominal amputation. Such excision, when feasible, offers as good a 
chance of cvre without extreme mutilation as does transpelvic amputation, 

5. When a major portion of the pelvis is removed, because of a chondrosarcoma 
or a cellular chondroma in the vicinity of the acetabulum, the hip joint should be 
excised intact so as not to spill into the wound cells which may be present in the 
synovial fluid. 

6. There are various means for re-establishment of the continuity of the bony 
structures of the pelvis after excision of the hip joint. Experience in only 2 cases 
seems to indicate that the length of the extremity should be re-established with a 
bone graft and that either arthrodesis or modified mold arthroplasty should be 
performed, provided the defect is not too great. 4 figures.—Author’s abstract. 


122. Arthroplasty versus Arthrodesis. Beckerr HowortH, New York, N. Y. West. 
J. Surg. 60:613-17, December 1952. 


Serious effort at arthroplasty began with the work of Ollier in 1885, with the 
interposition of soft tissue after partial joint resection. This has continued to be 
the basic method of arthroplasty, although different materials have been used for 
interposition. Smith-Petersen introduced the glass mold for hip arthroplasty in 
1925, and the vitalium mold or cup was substituted by him, and by Venable and 
Stuck, and by Hopkins in 1938. A different approach was used by Bohlman, 
Austin Moore, Hudack, Peterson and the Judet brothers, a metallic or plastic 
“endoprosthesis” being used to replace the upper portion of the femur. 

The technic of arthroplasty consists essentially of resection of sufficient bone, 
including osteophytes when present, to permit smooth free motion of the joint, 
with the interposition of a material suitable for the maintenance of motion. At 


the moment the Judet endoprosthesis for the hip appears promising, and similar 
devices are being tried for the shoulder and other joints, but it is yet too early to 
know the long term results of these replacements. Arthroplasty of the knee or 
elbow is uncommon, but some good results have been obtained in carefully chosen 
cases with fascia or with nylon. 

Arthrodesis was first used by Albert who, in 1878, reported surgical fixation of 
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the tarsal joints for paralysis, and in 1881 reported a similar procedure for the 
shoulder. He established the principle of arthrodesis for producing stability in a 
flail or useless area. Others applied the principle to other joints. Hibbs, in 1911, 
performed the first spinal fusion and introduced the principle of surgical fixation 
of the tubercular joint, without resection, which is now almost universally accepted. 
Hibbs and his co-workers, in L914, began to use spinal fusion for the relief of low 
back pain due to various anomalies and for scoliosis in order to maintain correction 
and prevent progress of the deformity. In 1916 the operation was applied to frac- 
ture of the spine, and in 1937 was begun in association with removal of the nucleus 
pulposus. In the meantime, arthrodesis was applied to nearly all the joints, in- 
cluding the hip, knee, elbow, wrist, and ankle, for various diseases and abnormali- 
ties, for the elimination of disease, the correction of deformity and the elimination 
of pain, instability and disability. 

Arthroplasty or arthrodesis is justified when the degree and duration of pain and 
disability warrant it, and when simpler nonoperative methods are not successful, 
and the chances of improvement are reasonably good. Arthroplasty is preferable 
when it can be successfully accomplished without too much sacrifice of strength 
and stability, or residual pain. 

Arthroplasty is especially suitable for the hip and elbow. Arthrodesis is prefer- 
able when strength and stability, and relief of pain are of prime importance. It is 
especially suitable for the spine, ankle, foot and wrist, but may be desirable for 
the hip, shoulder, or even the knee. The chances of success are good if good technic 
is used, with skill, and proper postoperative care. 7 figures.—-Author’s abstract. 
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OBSTETRICS AND GYNECOLOGY 


Complications of Testosterone 
Therapy in the Female 
The Use of Methylandrostenediol* as a Substitute 


William W. Robinson, M.D. 


ROCKWOOD CLINIC 


SPOKANE, WASHINGTON 


The beneficial effect of testosterone on the psyche of the chronically complaining, 
tired, frustrated, frigid, middle-aged woman is striking. This therapeutic effect may 
be so helpful to such patients that they may persist in employing testosterone despite 
the appearance of undesirable masculinizing effects. This tendency of some women 
to disregard the undesirable effects of testosterone has not yet received the attention 


it deserves. 


Although testosterone has helpful therapeutic actions in women it unfortunately 
has undesired masculinizing actions, some of which are irreversible.'? Thus, when 


women are treated with testosterone, care should be taken to detect any signs of 
hirsutism, acne or voice changes which might develop and when these begin to 
appear, the dose reduced or the treatment stopped for an interval. However, the writer 
found that some patients refused to stop the testosterone therapy even though they knew they 
were developing signs of masculinization, resorting to various subterfuges to obtain the medi- 
cation. These women were intelligent and fastidious, a type which is proud of 
personal appearance. Despite this, a woman of this type stated, in effect: ‘*I have 
never felt better in my life. I would rather shave than revert to my previous condi- 
tion."" These women were advised to discontinue testosterone therapy or to inter- 
rupt it until the masculinization regressed, but a number of them were able to pur- 
chase testosterone without a prescription. 


Methylandrostenediol is a steroid which exerts an anabolic action, as testosterone 
does, but appears to have less androgenic action, as shown in animal tests. This has 
been verified in patients by reports by Thorn,'* by Wilkins and Fleischmann,"® by 
Homburger and associates,*~'' by Gordon and associates,‘~* and by Foley.* Thus, 
it appears that this substance, although an androgen, may be sufficiently weak in its 
androgenic action so as to be employed in women, and yet in dosages used its anabolic 
and other actions may be achieved as formerly achieved with testosterone. 


The average daily dose of methylandrostenediol by the buccal route was 20 mg. 


* Methylandrostenediol supplied by Organon, Inc., Orange, New Jersey, under the trade name, Stenedsol. 
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taken daily for a period of three weeks of each month. When given intramuscu- 
larly,* the dosage of this steroid employed was from 25 to 50 mg. two or three times 
a week, 

With the foregoing brief resume of the background of androgenic therapy in women 
and of the new steroid methylandrostenediol, the records of seven women who were 
treated successfully with methylandrostenediol were reviewed. 


A TYPICAL CASE REPORT 


Mrs. H. W., age 50, presented complaints of menopausal syndrome, intractable migraine, nervousness, 
insomnia, cardiac and gastro-intestinal neurosis with barbiturate addiction. 

This patient responded to testosterone therapy with practically complete relicf of her subjective symp- 
toms. Testosterone propionate in oil was first administered in doses of 25 mg. intramuscularly three times 
a weck for three weeks. She was then given 5 mg. testosterone propionate daily in the form of buccal tab- 
lets, together with cither 0.05 mg. of ethiny! estradiol or conjugated estrogenic substances, 1.25 mg. This 
combined therapy was given three weeks out of each month. The patient did well on this regimen for 
about three months, but then signs of virilization appeared in the form of acne, then hirsutism and voice 
changes. The patient was warned that further testosterone therapy was contraindicated. 


Testosterone 
therapy was interrupted, but there was a prompt recurrence of her initial complaints 


She was very much 
disgruntled when further prescriptions of testosterone were refused. Contact was lost with this patient 


for approximately two months until a pharmacist inquired by phone, “‘if it was all right to refill her testos- 
terone prescription.’" He was cautioned about refilling the prescription but, nevertheless, the patient 
managed to procure testosterone. When the patient again was scen after an additional interval of cight 
wecks she was found to have hirsutism, acne and rather marked voice changes.t The patient stated that 
she would rather put up with the undesirable masculinization ‘than to revert to her previous condition.” 
Methylandrostenediol was then given intramuscularly, 50 mg. twice weekly, for a period of several weeks 
and then the patient was to take one buccal tablet, 20 mg. daily. The beneficial effect of methylandro- 
stenediol on her many functional complaints was comparable to testosterone but with no further mascu- 
linization. The patient has adjusted herself to the changes in voice satisfactorily by discovering that if she 
deliberately pitches her voice a few tones lower than her original normal voice, she does very nicely. How- 


ever, if she does not concentrate on the change in pitch she is apt to develop a “‘crack in the voice’’ similar 
to that heard in the adolescent male. 


COMMENT 


Methylandrostenediol appears to be as effective as testosterone on the psyche of 
chronically complaining women of the menopausal age group. It appears to have 
the beneficial effects without the undesirable masculinizing effects so frequently 
noticed with testosterone therapy. In the seven patients whose cases were reviewed 
methylandrostenediol effectively controlled the symptoms which had been con- 


trolled also by testosterone, but there was less tendency of methylandrostenediol to 
cause virilization. 


* This form sometimes caused the patients to complain of pain at the site of injection, and the addition 
of procaine to the material injected reduced the initial pain. Localized tissue reaction in some was marked, 
while in others there was very little local reaction. In general, buccal administration is preferable. 

t It is interesting to note that a feeling of soreness and tenderness in the laryngeal region usually precedes 
the actual development of voice changes by several weeks or even months. Most of the women thought 
that they were developing a sore throat or a laryngitis. If the testosterone therapy was discontinued at 
this stage and before the development of any real change in the pitch of the voice, the laryngeal changes 
were reversible. However, once definite voice changes have developed, this change is usually irreversible. 


164 « seplember 1953 QUARTERLY REVIEW OF SURGERY 


= 


Many of the functional complaints in these individuals appear to be secondary to 
some disturbance of the normal production or metabolism of steroids. The author 
believes that there is probably an underlying organic (endocrine) basis for many 
conditions which are now being classified as psychosomatic or functional in origin. 
Methylandrostenediol appears to be a useful steroid in the treatment of these dis- 
orders. 

The feeling of well-being which testosterone may give such women can lead to a 
situation which somewhat resembles ‘‘addiction’’ in that they resort to various 
subterfuges to obtain testosterone even in the presence of undesirable side effects. 
This possibility deserves recognition whenever women of this type are treated with 
testosterone for the continuance of this very active androgen may lead to undesirable 
masculinization. 
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obstetrics abstracts 


NORMAL PREGNANCY 


69. The Bulbar Conjunctival Vascular Bed in Normal Pregnancy. ROBERT LANDES- 


MAN, GORDON DOUGLAS, GEORGENE DREISHPOON, RICHARD E. LEE, New York, 
New York. Am. J. Obst. & Gynec. 65:876-888, April 1953. 


Within recent years evidence has accumulated to indicate that there are wide- 
spread vascular changes associated with the toxemias of pregnancy.  Hertig, 
Sheehan and Falkiner have noted blood vessel changes in eclampsia at autopsy, 
particularly in the kidney, liver and brain. Hertig finds a change in the wall of the 
terminal arteriole, which produces obstruction of the vessel and necrosis of the 
surrounding tissues. Sheehan has recently described the extensive spasm of the 
afferent arterioles which produce the renal changes in toxemia with renal cortical 
necrosis. Recent studies from our department have indicated that there are retinal 
arteriolar changes in more than one-half the patients with advanced toxemia. In 
normal pregnancy no changes in the retinal arterioles were observed. The oph- 
thalmoscope with a magnification of only 16X, with limited light does not. permit 
observation of the terminal vascular bed. Recently a method was devised for the 
study of the human capillary bed by using the bulbar conjunctiva with routine 
biomicroscopic equipment in the unanesthetized patient. [tis the purpose of this 
report to describe some striking variations that occur in the reactivity and in the 
inherent hemodynamic state of these peripheral vessels in normal pregnancy. 


METHOD OF 


STUDY 


The vascular bed of the lateral bulbar conjunctiva is observed with the slit lamp 
and binocular microscope. A magnification of 50X is found satisfactory for routine 
observation. Photographs are taken with a 35mm, camera using a F 1.2 lens and 
a 180 watt second strobe light unit. 
Arteriolar spasm, capillary tortuosity, granularity of flow and capillary ischemia 
are divided into three grades. Grade IIIf arteriolar spasm is not seen in normal 
pregnancy and appears only rarely in advanced toxemia, Grade If spasm repre- 
sents true bulb formation and Grade | is a milder variety. The normal vessels show 
an undulating activity which is described as vasomotion. This represents spon- 
taneous variations in the caliber of the vessels, resulting from contraction and re- 
laxation of the smooth muscle. [t is usually irregular in rate and degree and in the 
duration of the dilated and constricted phases. Capillary tortuosity does not 
change during the course of normal pregnancy; Grade IL and Grade ILL are found 
in severe essential hypertension. Granularity and ischemia progressively increase 
toward term to Grade If plus in the normal. Rate of blood flow in arterioles, 
venules and capillaries was determined with an ocular micrometer and stop watch, 
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Epinephrine was instilled into the conjunctival sac to determine the minimal con- 
centration which produces vasoconstriction of terminal arterioles. Eighty-five 
normal pregnant women, forty-six primipara and thirty-nine multipara were 
studied during the entire pregnancy. 


RESULTS 


During the course of normal pregnancy progressive changes are noted in the 
conjunctival vessels. Multipara and primipara were studied to determine whether 
any differences occurred in the vascular bed. Multiparity did not influence the 
extent of vascular change provided that all previous pregnancies were normal. 
During the first trimester the vessels are similar to the non-pregnant normotensive 
adult. Capillaries are straight and numerous and blood flow in the arterioles and 
venules is rapid. In the second trimester gradual changes make their appearance. 
The blood flow in the venules and capillaries is slower and areas of granularity 
appear. Occasional capillaries disappear from view due to the absence of blood 
in the lumina. The arterioles show vasomotion without spasm. In the third tri- 
mester, particularly in the month prior to term, further changes are noted. The 
reduction of blood in the capillary bed spreads rapidly and in some patients may 
be seen grossly without the microscope. The slowing of blood flow, which was so 
easily seen in the capillaries and venules, may now be observed in the arterioles. 
Vasomotion and early spasm tend to increase rapidly immediately prior to labor. 
In the last month 58 per cent of those observed exhibited Grade | and 26 per cent 
had Grade I plus to I spasm. During labor the changes appear to be maximum, 
with 40 per cent exhibiting a grade I plus to If arteriolar spasm. All patients 
develop ischemia and granularity in the late third trimester and labor. Grade III 
ischemia and granularity are seen respectively in 53 per cent and 40 per cent of this 
normal group during labor. The vascular bed returns to normal in about six 
weeks. During the first week postpartum changes are observed and particularly 
during the first three days extensive changes are observed. Gradually the number 
of capillaries increase, the venous flow becomes more rapid and the arteriolar con- 
striction disappears. The variations in the terminal arterioles persist longer than 
the changes in the larger sized arterioles. Capillary tortuosity does not change. 
The epinephrine reactivity response rises rapidly to the time of labor and returns 
to a normal level six weeks postpartum. The blood flow rate rapidly falls during 
the third trimester and at labor the velocity is about one-half that of the non- 
pregnant state. 


DISCUSSION 


The conjunctival vascular bed is undergoing progressive changes during the 
course of normal pregnancy. The slowing of the blood is associated with a granular 
appearance which Knisely terms sludge. He believes this is caused by increased 
stickiness and cohesiveness of cell surfaces. There is considerable evidence to 
refute this point of view. Fowler produces granular unilateral reversible conjunc- 
tival flow by stimulation of the cervical sympathetic. Lutz, Fulton and Akers 
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separate the granular packed red cells by touching them with a microprobe. In 
most instances Odell finds elevated sedimentation rate when granularity is marked. 
Zilliacus notes that in 15 per cent of the pregnancies, the granularity does not 
correspond to the sedimentation rate. [t is our impression that the granular flow 
in normal pregnancy is primarily related to the slowing of flow brought about by 
minimal spasm of the finer arterioles. Changes in blood constituents may play a 
secondary role. During normal pregnancy there is a progressive fall in albumin 
and gamma globulin and an elevation of alpha and beta globulin and fibrinogin. 
The conjunctival changes described are maximum at the time of delivery, similar 
to the protein changes. There is no positive evidence, however, of a direct causal 
relationship. The reduced effective perfusion of the capillary bed, which reaches 
its height during labor, is one of the major changes observed. This ischemia is 
produced by a reduction in the arteriolar lumina and in addition, by arteriovenous 
channels which lie proximal to the terminal bed. The granularity of the veins and 
the ischemia appear to be directly related to the reduced caliber of the arterioles, 
vasomotion and early spasm. Whether such changes are limited to the conjunctiva 
and skin will be decided by future investigations of blood flow in the internal organs. 
Bartholomew has indicated that frequently edema, elevated blood pressure and 
albuminuria occur during labor preceded by a normal pregnancy. This is suggestive 
evidence that widespread vascular changes take place in other parts of the body 
during normal pregnancy. Indirect studies of blood flow in liver and brain show 
normal values. The various changes in the conjunctiva all indicate reduced blood 
flow. Although these studies of liver and brain do not suggest any reduction, 
vascular redistribution may occur as is observed in the conjunctiva by the inter- 
ruption and short circuiting of blood via arteriovenous channels. Lee and Holze 
find an increase in the threshold response to epinephrine in essential hypertension. 
In normal pregnancy as indicated there is increasing sensitivity. It may well be 
that comparable biological vasotropic factors are present in both these conditions 
to produce blood pressure elevation. 


CONCLUSIONS 


(1). With the slit lamp and a binocular microscope, repeated observations may 
be made of the conjunctival vascular bed during pregnancy by a simplified technic 
without discomfort to the patient. (2). Throughout pregnancy there is a pro- 
gressive reduction in the rate of blood flow in the veins, arterioles and capillaries. 
This is most easily observed in the venules and is characterized by granularity. 
In the finer arterioles the slowing produces a characteristic segmentation of flow. 
(3). The active capillary bed of the conjunctiva shows a progressive reduction 
during pregnancy. Late in the third trimester and during labor this is characterized 
by an advanced tissue ischemia. (4). A diminution in capillary blood flow and a 
reduction in the visible number of capillaries is partly related to the slower rate of 
flow in the larger vessels and in part to the channeling of blood via the arterio- 
venous connections. (5). As pregnancy progresses there is an increase in the vaso- 
motor activity of the finer arterioles. (6). Late in the third trimester, and particu- 
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larly frequent in labor, a true spasm (Grade O-II) may be observed in the conjunc- 
tival arterioles. This spasm may be present for as long as 48 hours postpartum. 
(7). A progressive increase in the sensitivity of conjunctival vessels to epinephrine 
occurs during the course of pregnancy, is maximum at the time of labor and di- 
minishes during the first week postpartum. 25 references. 5 figures. 2 tables. 


This is an interesting and meticulous study and may lead to further advances in the 
diagnosis of incipient loremia.—E. A. 8. 


70. Spontaneous Changes in the Presentation of the Fetus During the Last Half of 
Pregnancy. roy vt. RAPP, Williamson, W. Va., West Virginia M. J. 49:101- 
103, April, 1953. 

In order to observe the changes in presentation that the fetus undergoes during 
gestation, we began to x-ray a series of consecutive patients at six, seven and eight 
calendar months and at term. Our primary interest was (1) to note the incidence 
of breech presentation during a given period of pregnancy, (2) to note the incidence 
of spontaneous cephalic version and (3) to note the number of breech deliveries. 
We reviewed some 300 cases, but the points we wish to emphasize can be illustrated 
quite effectively by reviewing only the first 100. Some type of positional change 
took place in 72 of these 100 cases, of which 46 presented by breech sometime during 
pregnancy, but at term only 4 remained breech. Of the 46 cases that presented by 
breech sometime during pregnancy, 20 were frank breech and spontaneous cephalic 
version took place and 22 were double breech which underwent spontaneous 
cephalic version. 

The foregoing findings suggest that breech presentation is quite common during 
certain periods of pregnancy, but this high incidence is reduced by spontaneous 
cephalic version to 3 or 4 per cent at term. Therefore, we conclude that it is some- 
what useless and perhaps occasionally dangerous to engage in routine external 
cephalic version in view of the fact that this percentage usually could not be changed 
by external cephalic version, or if accomplished, reversion to the breech would 
usually take place. Perfection in handling breech deliveries is the key to decreasing 
mortality and morbidity, especially of the infant. 5 references. 8 figures. 


This article shows by careful roentgenological eraminalion what has long been known 
lo obstetricians, namely that the fetus does nol become fixed as to ils polarity until some- 
time during the seventh month or even later. If the patients had been x-rayed more 


frequently probably even more changes in fetal polarity would have been recognized. 
E. A. S. 


PATHOLOGIC: PREGNANCY 


71. Threatened Abortion. ARTHUR K. KOFF AND ALEX 8. TULSKY. Surg. Clin. 
North America 33: February 1953. 


The scope of this discussion is limited to the problem of early abortion, that 
taking place during the first 12 weeks of pregnancy. Speculation regarding the 
origin of abortion rests around the factors of decidual necrosis, placental separation, 
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or both. Decidual necrosis is considered to be secondary to failure of progesterone 
production by the placenta or the corpus luteum. The authors studied the signifi- 
cance of the corpus luteum in maintaining early pregnancy by removing this 
structure in pregnant patients with indications for therapeutic abortion and sterili- 
zation. Therapeutic abortion was performed vaginally in 8 patients, seven to 
fourteen days after the removal of the corpus luteum and sterilization. Daily 
urinary pregnanediol determinations were carried out before, during, and after the 
removal of the corpus luteum as an index of progesterone production and metabo- 
lism. One of the 8 patients aborted a macerated fetus, and 3 others had a scant 
bloody discharge for two days after the removal of the corpus luteum. Four 
patients had no symptoms whatsoever. In some patients, the decidua showed a 
moderate degree of focal and occasional diffuse necrosis and sinus thrombosis. 
However, this does not signify inevitable abortion, since bleeding was minimal or 
absent and the fetus and placenta were normal when removed by curettage. 

From an etiologic point of view, abortion is said to be the result of defective germ 
plasm or environmental factors which may be responsible for pathologic ova. One 
approach to the experimental study of possible environmental factors has concerned 
itself with the endocrine control of the menstrual cycle and pregnancy. The 
authors review briefly the physiology of implantation and maintenance of early 
pregnancy and discuss the relationship of the pregnanediol complex to the corpus 
luteum activity and progesterone metabolism. Doubt is expressed that the corpus 
luteum in the human is necessary for the maintenance of pregnancy. Reports of 
bilateral ovariectomy in the first trimester with a low incidence of subsequent 
abortion are cited, and the authors describe one of their representative cases in 
which pregnancy persisted after the removal of the corpus luteum. On the basis 
of pregnanediol studies which indicated continued elaboration of progesterone after 
luteectomy until the pregnancy was removed, they considered it probable that the 
placenta takes over the function of the corpus luteum, producing an adequate 
amount of progesterone to maintain the pregnancy. The authors believe that the 
function of the corpus luteum in the human is necessary only for implantation and 
possibly for the early period of the pregnancy before the placenta is sufficiently 
developed to produce progesterone, 

A resume of the urinary pregnanediol determinations in threatened abortions 
indicates its prognostic value in this disorder. Previous studies have shown that 
persistent excretion of less than 5 mg. per 24 hours is followed in the vast majority 
of cases by abortion as a result of progesterone deficiency. Persistent excretion of 
more than 5 mg. per 24 hours, on the other hand has been compatible with main- 
tenance of the pregnancy in the majority of cases regardless of the treatment. It 


would appear that no treatment with progesterone is necessary for this latter group 
of cases, but that therapy should be directed to the patients with subnormal preg- 
nanediol excretions. Previous reports question the value of current progesterone 
dosage in threatened abortion (5-25 mg. daily) on the basis of clinical results and 
pregnanediol excretion studies. 


The authors treated a group of 27 patients with low pregnanediol excretion levels 
and threatening to abort with what they considered to be adequate dosages of pro- 
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esterone (100 mg. daily), i.e., enough to raise the pregnanediol excretion levels to 
£ y), £ preg 

those compatible with a normal pregnancy. A significant number retained their 
pregnancies and delivered at term. These results ‘suggest that large dosages of 
progesterone may be of value in such patients, although the series studied is too 
small to warrant any definite conclusions. 


Here again arises the question of the endocrine trealment of threatened aborlion. The 
7 ) 


more large groups are studied the more one feels thal this whole matter is still in the 
realm of speculation. The dosage used by the authors was very large and this may have 
some bearing on the result, but one remains highly dubious. —E. A. S. 


72. Placental Polysaccharide and the Aetiology of the Toraemia of Pregnancy. 
MICHITAKA KAKU, Japan. J. Obstet. & Gynaec., Brit. Emp.  60:148-56, 
April 1953. 


Based on a series of clinical studies of toxemia of pregnancy, the condition was 
supposed by the author to have an allergic nature, and, therefore, the allergen was 
followed in the present study. After a number of investigations, placental poly- 
saccharide was suspected to be the allergen. Thus a polysaccharide was isolated 
from human and rabbit placenta. The human placental polysaccharide was proved 
to have an antigenic property in vilro and in vivo. The rabbit placental polysac- 
charide was proved to have a homoio-antigenicity. The human polysaccharide was 
then supposed, in all probability, to have an auto-antigenicity, as the human and 
rabbit placental polysaccharide were proved to have things common in antigenicity. 
Antibodies against human placental polysaccharide were demonstrated in the serum 
of toxemia patients, while they were rarely found in normal pregnancy. Histo- 
pathologic studies were made of the various organs of toxemia patients, and the 
author considered the histopathologic findings to be an allergic inflammation. 
When placental polysaccharide was injected into pregnant rabbits or in rabbits 
which had been sensitized with the polysaccharide, morbid changes were brought 
about which were similar to those of toxemia patients; little changes resulted in 
normal rabbits. Finally the author concluded that the toxemia of late pregnancy 
was a disease chiefly caused by an autoimmunization with placental polysaccharide. 
He added that some disposing or predisposing conditions might have a rdle in the 
manifestation of the disease, as, in hypertensive rabbits, polysaccharide caused 
more severe changes than in nonhypertensive ones. 2 references. 7 figures. 4 
tables.—-Author’s abstract. 


73. Observations on the Renal Tubular Reabsorplion of Urie Acid. 1. Normal 
Pregnancy and Abnormal Pregnancy with and withoul Pre-eclampsia. sosveu 
serrcentk, Philadelphia, Pa. Am. J. Obst. & Gynec. 65:981-85, May 1953. 


The renal tubular reabsorption of urate was measured in 14 pre-eclamptics, 8 
normal pregnant women, and 19 abnormal, but nontoxemic, pregnant women by 
the simultaneous determination of the clearances of urate and mannitol. The 
plasma urate was within normal limits in the majority of the toxemic patients, and 
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their average glomerular filtration rate was reduced only 18.7 per cent when com- 
pared with the normal control patients. The average uric acid clearance was 
reduced 47.6 per cent in the pre-eclamptics. The average per cent excretion of 
filtered uric acid was found to be 6.8 + 1.7 per cent in the toxemic patients, 10.5 
+ 1.6 per cent in the normal pregnant women, and 12.8 + 3.4 per cent in the ab- 
normal, but nontoxemic patients. The cause of the excessive renal tubular re- 
absorption of uric acid in pre-eclamptic women is unknown, but it is concluded 
that, regardless of the severity of the toxemia, patients with pre-eclampsia com- 
monly manifest this phenomenon. 7 references. 1 figure. 2 tables.--Author’s 
abstract. 


74. The Problem of Posimaturity. &. LARKTzZ, Sharon, Pa. Am. J. Obst. & 
Gynec. 65:986-89, May 1953. 


Postmaturity is a problem that causes considerable annoyance to the woman who 
has carried her pregnancy two or three weeks beyond her expected date of confine- 
ment. There is little if any clinical significance to this miscalculation, either on the 
part of the physician, or on the part of nature; but all obstetricians appreciate the 
anxiety on the part of the patient when she is long past her due date and there are 
no signs of labor. 

A two year study was made to evaluate the problem of postmaturity. Labor 
was not induced in any patient, regardless of the length of postmaturity, except 
on definite indications of toxemia, diabetes, or definite medical indications. 

It was found that the postmature labor was not prolonged over normal, that most 
of the labors were shorter than average and that the several long labors were due 
to occiput posterior positions, not due to excessively large babies. 

Postmaturity did not produce excessively large babies. Growth increment after 
the fetus reaches term is very small. 

It was concluded that postmaturity is not a clinical problem and does not war- 
rant medical induction. The obvious disadvantage of inducing labor in the pres- 
ence of an unprepared cervix cannot possibly be justified on the basis of a small 


increment in the size of the postmature baby. 1 reference. 3 tables.Author’s 
abstract. 


I regret to say that postmaturily is still a problem even if only by reason of the in- 
creased frequency of malpresentalion owing lo the greater rigidity of the fetal head.— 


E. A. S. 


75. Pregnancy in Addison's Disease. ©. ¥. ROLLAND, J. D. MATTHEWS, AND G. D. 
MATTHEW. Edinburgh, Scotland. J. Obst. & Gynaec., Brit. Emp. 60:57-60, 
February 1953. 


The concurrence of pregnancy and Addison's disease is rare, and hitherto preg- 
nancy has increased the hazards already undergone by the woman with Addison’s 
disease. This paper describes the management of pregnancy in a woman of 33 
years who had suffered from Addison’s disease for two years. The disease began a 
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few weeks after the birth of her first child, and she had been treated with implants 
of D. C. A. with definite improvement, but her condition was far from that of 
normal health. In early pregnancy she deteriorated despite a very recent implant 
of 400 mg. of D.C.A. In particular she suffered from anorexia, mental depression, 
and bronchial asthma. She was admitted to hospital in the twelfth week of her 
pregnancy and remained there until after delivery. From the fifteenth week on- 
wards, she was treated with cortisone acetate given by daily intramuscular in- 
jection in doses of 100 mg. for the first 10 days and thereafter between 10 and 25 
mg. daily till delivery. There was a dramatic improvement in the patient's condi- 
tion after cortisone therapy began. She gained weight, became cheerful, and felt 
hungry. Her asthma almost disappeared, and the insulin sensitivity became 
normal. The pregnancy no longer proved to be a source of anxiety. She was 
delivered after induction of labor at term. The labor was short and there was no 
trouble. She was given extra doses of cortisone and D.C.A. to cover the labor, 
and she had no analgesic or anesthetic drug because of the intolerance of the Addi- 
sonian patient to these. The puerperium was uneventful, and she was discharged 
on the twenty-first day after having a further implant of 400 mg. D.C.A. The child 
was normal, and both mother and child were in good health one year after the 
delivery. 

It is doubtful whether this pregnancy could have been carried to such a successful 
conclusion without the use of cortisone. It was observed that the requirements of 
D.C.A. fell during pregnancy, and this was thought to be a result of the increased 
secretion of progesterone and estrogens. There was a rapid rise in D.C.A. re- 


quirements after delivery. The pregnanediol and serum chorionic gonadotrophin 
levels were normal from the seventeenth week to term. The 17-ketosteroid ex- 
cretion was higher than is usually seen in women with Addison's disease, but it is 
not certain whether this was significant. 5 references. 1 figure. 1 table.-Author’s 
abstract. 


76. Cerebral Dysrhythmia and Acule Toremia of Pregnancy. LOUIS H. DOUGLASS, 
J. HUFF MORRISON AND ROBERT OSTER, Baltimore, Md. Obst. & Gynec, 1:287- 
88, March 1953. 


Several authors have stated that a high percentage of patients recovering from 
eclampsia show cerebral dysrhythmia. Since this is much higher than the popu- 
lation as a whole, it has been stated that every patient with pre-eclampsia should 
have an electroencephalogram. Should cerebral dysrhythmia be discovered in a 
patient not responding to treatment, either anticonvulsant drugs should be ad- 
ministered or pregnancy should be promptly terminated. 

The present study was with a different phase of the subject, in that a study was 
carried out to attempt to answer these questions: Is the patient who exhibits 
dysrhythmia early in pregnancy more apt to develop acute toxemia than her sister 
with a normal brain pattern? And is the toxemia more severe and more likely to 
progress to the convulsive stage? 

Encephalograms were done on a total of 105 patients, of which number 87 had 
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been delivered and discharged when the report was prepared, and it was from the 
latter group that conclusions were drawn. 

The first fact noted was quite startling in that 49 (57 per cent) exhibited an 
abnormal pattern, and of these 20, or 33 per cent of the total, had tracings which 
were definitely convulsive or epileptoid in type. There is no explanation for this 
high incidence. 

Pre-eclampsia developed in 3, or 15 per cent of this group of 20 patients which 
closely parallels the incidence in the clinic as a whole. None of these was con- 
sidered to have a severe toxemia, and none developed eclampsia itself. It is of 
interest to note that all 3 of these patients had a repeat encephalogram at the end 
of the puerperium, and all continued to show the same type of abnormality, i.e., 
convulsive or epileptoid. 


It was concluded from this preliminary study that there is no connection between 
cerebral dysrhythmia in early pregnancy and the development of a late pregnancy 


toxemia, Since it is the custom in this clinic to terminate pregnancy rather 
promptly for toxemia which is not responding to other treatment, the fact that 
eclampsia did not occur loses some of its significance. 


77. Hepatic Failure in Pregnancy. PRANK BR. LOCK, RICHARD L, BURT AND THOMAS 
N. Lipe, Winston-Salem, N.C. Am. J. Obst. & Gynec. 65:859-75, April 
1953. 


During pregnancy the liver seems particularly susceptible to damage by various 
noxious agents, and a review of the literature suggests a definite association between 
hepatic necrosis and gestation. The immediate causes of hepatic necrosis in preg- 
naney are diverse, and include the virus of infectious hepatitis, as well as many 
chemical agents including anesthesia. Vascular injury to the liver may also occur 
in pregnancy complicated by acute toxemia. There is also abundant clinical and 
experimental data, indicating that hepatic injury may result from nutritional 
deficiency. 

That the problem of liver injury in pregnancy has clinical significance is indicated 
by the findings of the North Carolina Committee on Maternal Welfare in a review 
of 1200 maternal deaths. Probable hepatic failure was diagnosed clinically or by 
autopsy as a cause of death in 21 (1.7 per cent). The authors base their study on 
these cases and on the records of 2 additional patients who survived the develop- 
ment of hepatic injury in association with acute toxemia of pregnancy. The clinical 
and laboratory findings of 4 fatal cases in which hepatic necrosis was found at 
autopsy are reported in detail. 

It is emphasized that any clinical or laboratory evidence suggesting that liver 
injury may be developing in association with pregnancy must be regarded with 
concern. Although the reported incidence of acute hepatic necrosis complicating 
pregnancy ranges from | case in 5,000 deliveries to less than | in 20,000, on the 
basis of the clinical material reviewed, it is suggested that liver failure may well be 
a contributing factor in maternal deaths which are attributed to a wide variety of 
conditions. It is suggested that the various agents producing acute hepatic ne- 
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crosis in association with pregnancy may operate against a background, possibly 
nutritional, which renders the liver susceptible to injury. However, the difficulty 
in establishing an etiviogic diagnosis on the basis of histologic alterations found at 
autopsy is noted. No cases were found comparable to Sheehan's “obstetric acute 
yellow atrophy,” where necrobiotic change was absent. 

The authors conclude that once extensive liver injury has occurred the results of 
treatment are doubtful. Every effort must be directed toward preventing possible 
damage to the liver by the maintenance of adequate nutrition, early and vigorous 
treatment of toxemia, and scrupulous avoidance of hepatotoxic agents during 
pregnancy. 27 references. 5 figures. 2 tables.Author’s abstract. 

78. Pre-eclamplic Toremia, Further Experience with Penicillin and Terramyein. 
GEORGE V. SMITH, AND OLIVE W. SMirH with cooperation of DUNCAN EB. REID 
AND CHARLES €. ROBY. J. Obst. & Gynec. 1:302-12, March 1953. 


This is a report of further trials with penicillin and terramycin in the treatment 
of toxemia of pregnancy. It is confirmatory of earlier trials, in which these anti- 
biotics have caused a rapid reduction in proteinuria, a diuresis, and relief of sub- 
jective symptoms. In toxemia of pregnancy these antibiotics have also been shown 
to cause an increased excretion of sodium and potassium. Hypertension has been 
less rapidly and less consistently reduced. 

Proteinuria was not affected by penicillin or terramycin in nonpregnant patients 
with renal damage. In 2 nonpregnant women given terramycin, an increased out- 
put of sodium and potassium was observed, but without diuresis. 

The salutary effects of penicillin and terramycin in toxemia of pregnancy were 
limited to the mother, the fetal mortality in a series of 13 cases so far having been 
39 per cent. A means of improving fetal salvage was suggested by the result in a 
patient with diabetes of 12 years with retinopathy, chronic hypertension, and albu- 
minuria, Shereceived stilbestrol prophylactically. At the first signof superimposed 
toxemia of pregnancy she was treated effectively, first with penicillin and then with 
terramycin, and was delivered of a living and well baby. 22 references. 1 figure. 
2 tables.— Author's abstract. 


79. A Study of the Management of Pregnancies Subsequent lo Cesarean Section, 
DAN H. EAMES, JR., Galveston, Texas. Am. J. Obst. & Gynec. 65:944-52. 
May 1953. 


The history of a preceding cesarean section demands careful and thorough in- 
vestigation regarding that pregnancy, with careful evaluation for the present 
pregnancy. A previous section is not felt per se to be an indication for a repeat 
section. 

The rupture of a uterus through an old section scar does not hold the catastroph- 
ic significance of the other varieties. This is particularly true with the low cervi- 
val scar where, incidentally, there is a lower incidence of rupture. There has been 
a marked improvement in mortality rates in ruptures since 1930 and previous rates 
are no longer tenable. 
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Mortality rates in cesarean section over the past two decades are reviewed, and 
they demonstrate a rapid improvement in the past decade. The present rate to 
be expected in elective cesarean section is 0.08 per cent maternal and 0.5 per cent 
fetal. 

The review brings out the often neglected fact that 24 per cent of ruptures occur 
before the thirty-seventh week of pregnancy, a percentage which neither trial 
vaginal delivery nor once a section, always a section, will adequately control. We 
note that the incidence of rupture in trial vaginal delivery was markedly reduced 
in the past decade or two because of the ever-increasing use of the low cervical 
section and the presence of superior scars, which result from better surgical technic 
and antibiotics. 

The mortality rates in ruptured scars have improved as rapidly as those in 
cesarean section. In trial vaginal delivery with classical scars, the final incidence 
of mortality from ruptured uterus is 0.05 per cent maternal and 1.4 per cent fetal; 
in low cervical scars it is 0.01 per cent maternal and 0.07 per cent fetal. This is in 
comparison to 0.08 per cent maternal and 0.5 per cent fetal in elective cesarean 
section. 

Future studies should show further superiority of trial vaginal delivery, as about 
one half of the cases of rupture studied were prior to the decade 1940-1950 when 
infected scars were not uncommon, when the use of the low cervical section was 
not so widespread, and when surgical technics and postoperative care was not so 
perfected. 

Final decision as to the proper management of these cases will no doubt be 
delayed for some years due to the small incidence of ruptures and consequent 
delay in the collection of a large series. 39 references. 9 tables.—-Author’s abstract. 


This is a thoughtful survey of the subject. The important factor brought out by the 
author being thal since 24 per cent of postcesarean ulerine ruplures occur before the 
thirly-seventh week of pregnancy, any routine decision thal once a cesarean always a 
cesarean or the reverse has no bearing. In the light of Schmitz’ article, reports, and his 
own experience, the editor questions the statement thal the reduction in ruptures is due 
lo the sile of the ulerine scar, although it is brought oul that improvements in technic 
al closure are the principal factors in reducing the incidence of this accident.—E. A. S. 


ECTOPIC, PREGNANCY, HYDATID MOLE, CHORIONEPITHELIOMA 


80. Cul-De-Sae Aspiration and Other Diagnostic Aids for Ectopic Pregnancy. 
EDWARD G. WINKLER AND VINCENT J. CAPRARO, Buffalo, N. Y. Am. J. Obst. 
& Gynec. 65:340-45, February 1953. 


One hundred cases of proved ectopic pregnancy treated from 1943 to 1952 were 
reviewed. In addition 119 cases admitted from 1949 through 1951 where ectopic 
pregnancy was suspected but was not present were reviewed in an attempt to 
evaluate various diagnostic aids for ectopic pregnancy. All of the 119 patients with 
suspected ectopic pregnancy had examination under anesthesia and cul-de-sac 
aspiration performed to rule out eccyesis. 
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Biologic pregnancy tests were positive in 38 per cent of cases of ectopic preg- 
nancy. All of the positive pregnancy tests occurred when less than 19 days of 
vaginal bleeding had taken place. 

Dilatation and curettage showed decidual reaction without villi in 7 out of 19 
cases. This decidual reaction was found only in cases with less than 21 days of 
vaginal bleeding. 

Pelvic examination under anesthesia was carried out in 69 of the 100 cases of 
proved ectopic pregnancy. Adnexal masses were palpable in 63 cases and cul-de- 
sac masses in 12 cases of the 69 examined. In many instances pelvic masses were 
not felt with the patient conscious but easily palpated with her under anesthesia. 

The most important single diagnostic aid where ectopic pregnancy is suspected 
is needle aspiration of the posterior cul-de-sac. This is a simple procedure, and 
after many years of experience no untoward reaction has been seen. In the 100 
cases of proved ectopic pregnancy, the preoperative diagnosis was correct in 92 
per cent of the cases. There were eight errors in diagnosis, and in all of these 8 
cases cul-de-sac aspiration was not performed. In the 119 patients not having 
ectopic pregnancy but in whom it was suspected, examination under anesthesia 
and cul-de-sac aspiration were performed in all instances. Three unnecessary 
laparotomies were done in this group of 119 patients. 

Out of a total of 197 cul-de-sac aspirations performed in both groups, there were 
10 false positives (5.1 per cent) and 1 false negative (.5 per cent) results. The 
percentage of correct diagnosis based on cul-de-sac aspiration was as follows: 

Cul-de-sac aspiration, positive— 89.7°% correct diagnosis 
Cul-de-sac aspiration, negative—100.0°%, correct diagnosis 
No cul-de-sac aspiration— 63.67 correct diagnosis 

As a general rule, the type of fluid aspirated can be associated with various 
lesions as follows: 

1. Clear serous straw-colored fluid: normal, negative pelvis. 

. Turbid serous fluid: pelvic inflammatory disease. 

. Blood-tinged serous fluid: ruptured ovarian cysts, ovulation bleeding, occa- 
sionally pelvic inflammatory disease. 

. Bright, red, grossly bloody fluid: recent bleeding, corpus luteum cyst with 
much bleeding, recently ruptured ectopic pregnancy with fresh bleeding, 
traumatic cul-de-sac aspiration. 

Old blood, brownish-colored fluid: ectopic pregnancy with intraperitoneal 
bleeding over few days or weeks. 

6. No return: equivocal, tap should be repeated. 

In the 119 cases where ectopic pregnancy was suspected but not found, intra- 
uterine pregnancy was present 39 times and pelvic inflammatory disease 33 times, 
Thus it can be seen that intrauterine pregnancy and pelvic inflammatory disease 
account for about 50 per cent of the cases mimicking ectopic pregnancy. 


There were two instances in which feces were returned on cul-de-sac aspiration, 
but both these patients showed no ill effects. There are no valid contraindications 
to cul-de-sac aspiration other than shock in an acute case where the delay is un- 
warranted. It is important to realize that all of these diagnostic aids must be 
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considered with the entire clinical picture in order to have a high percentage of 
correct diagnoses. 8 references. 6 tables.—-Author’s abstract. 


The authors discuss the diagnosis of eclopie pregnancy in a very careful manner. 
They are, of course, correct in emphasizing the value of the findings on vaginal pune- 
lure. It might be suggested thal a number of cases of suspect eclopie pregnancy which 
have not been operated upon are, afler all, cases in which tubal pregnancy exisled and 
small hemorrhages developed about the embryo withoul sufficient blood lo escape into the 
pelvic cavily. The subsequent course of these patients is thal the small tubal mass re- 


sorbs and may be found incidentally in a subsequent operation as a small organized 
clot in the lube-—E. ALS. 


$1. Unruplured Interstitial Pregnancy. N. HYAMS, New York, N. Y. 
Am. J. Obstet. & Gynec. 65:697-706, April 1953. 


Interstitial pregnancy is infrequent in occurrence. Mathieu stated that prior 
to 1893 interstitial pregnancy was recognized only at autopsy. Many authors have 
reported the incidence of this condition. It comprises between 0.96 per cent to 2 
per cent of all extrauterine pregnancies. Ash in his publication of 1932 stated that 
there were only about 200 reported cases that could withstand critical analysis. 

Case report: Mrs. E. C., age 32, housewife, complained of amenorrhea of nine 
weeks’ duration, intermittent severe lower abdominal pains, and a moderate vaginal 
discharge. For the past six weeks the lower abdominal pains have been more 
frequent and of increasing severity. These pains were well localized in the left 
lower quadrant of the abdomen, sharp, almost labor-like, and intermittent. On 
physical examination the patient showed no evidence of discomfort. The general 
physical examination was essentially negative, except for positive signs of preg- 
nancy. No masses could be palpated on either side of the uterus suggestive of 
extrauterine pregnancy. 

One week later the patient returned and stated that since her last visit, she has 
had repeated attacks of pain, similar to those complained of before with periods of 
complete comfort. On re-examination, nothing could be found to account for the 
symptoms referred to. However, just before leaving the office, the patient had a 
severe attack of pain which she stated was similar to those to which she had re- 
ferred. She could not stand upright. Examination at this time showed the uterus 
to be hard and irregular with « protruding mass on the left side. A tentative 
diagnosis of interstitial pregnancy was made and the patient immediately admitted 
to the hospital. Examination on admission to the hospital failed to reveal the 
uterine mass previously felt. Twenty-four hours later, the patient was seen im- 
mediately after an attack. Upon examination at this time, a mass in the uterus 
was again palpated. Arrangements were made for immediate operation. Diag- 
nosis: Interstitial pregnancy. 

Operation: A midline incision was made below the umbilicus and the peritoneal 
cavity entered. The uterus was found enlarged to about the size of a two and a 
half months pregnancy, soft and globular. The adnexa appeared normal. Nothing 
could be found to account for the symptoms complained of. Repeated examinations 
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of the uterus and adnexa were made. Suddenly the uterus contracted to about two 
thirds of its previous size; it became irregular with the left side firm and smooth, 
while the right showed an enlargement, soft, almost spongy in character, just 
medial to the insertion of the right fallopian tube. The diagnosis of interstitial 
pregnancy was substantiated. An incision was made in the lateral wall of the 
uterus, over the mass; the placenta with a small fetus appeared in the wound. The 
products of conception were removed and the incised tissue approximated with 
interrupted sutures of chromic catgut. 

In a review of the case just described, several salient factors can be selected and 
advantageously discussed. Pain as a symptom is a very important aid in diagnosis. 
It is intermittent in character, irregular in type, very severe, simulating labor pains, 
and localized in the lower abdomen. In the interval, the patient is symptom-free, 

It is conceded that in interstitial pregnancy the detection of a mass in the lateral 
wall of the uterus is extremely difficult, the more so when it is relaxed between 
attacks. Obviously, the most opportune time for examination is either during an 
attack or immediately after. 

During laparotomy for suspected interstitial pregnancy, the uterus may be found 
normal in contour, soft, globular, and corresponding in the size to the existing 
stage of pregnancy. The uterine relaxation might probably be due to the degree 
of anesthesia administered. As a useful differential diagnostic aid in these circum- 
stances, | would suggest massage of the uterus or injection of a minimum of pitui- 
trin or ergotrate to produce uterine contraction. This would reveal the irregular 
uterine contour and enlargement at the cornu, indicative of interstitial pregnancy. 


This procedure if followed would remove uncertainty in diagnosis and the possi- 


bility of subsequent uterine rupture should the abdomen be closed without the 
existence of an interstitial pregnancy having been excluded.—Author’s abstract, 


82. <A Thirly-Seven-Year Survey of Ectopic Pregnancy. 266 Consecutive Cases 
Withoul Mortality. Lerr, Philadelphia, Pa. Am. J. Obst. & 
Gynec. 65:1313-18, June 1953. 


From 1915 to 1952, 266 consecutive cases of extrauterine pregnancy were ad- 
mitted to the Southern Division of the Albert Einstein Medical Center of Phila- 
delphia. These were all treated surgically, and there was no mortality. 

A study of mortality trends was made. From 1883, following the work of Law- 
son Tait, to 1891, there was a drop from 73 per cent to approximately 514 per cent. 
Based on Gordon's analysis in 1936 of 3,343 cases, the trend from 1891 to 1940 
remained stationary. From 1940 to date it has rapidly declined to approximately 
1.7 per cent as shown by a review of 3,402 cases taken from 13 different sources. 

One may, on occasion, err in diagnosis, in surgical judgment, or surgical technic 
without losing the patient, but delay in combating shock is fatal. 

The time is rapidly approaching when the present falling mortality rate of ectopic 
pregnancy will reach the low general level now existing in pelvic surgery exclusive 
of malignancy. 29 references. 1 figure. 1 table.—Author’s abstract. 
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NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


83. 


The Onset of Labour in Relation to the Length of the Menstrual Cycle. . G. 


SEAGER. kent, Eng. J. Obst. & Gynaec., Brit. Emp. 60:92-98, February 
1953. 


Various observers in the past have suggested a connection between the duration 
of pregnancy and the length of the menstrual cycle, but the theory has had little 
support. Ina preliminary report the author has studied 303 pregnancies in women 
with known menstrual cycles and suggests that labor starts at the end of a number 
of cycles, emphasizing that this number is not the same in all cases and that it may 
vary in different pregnancies in the same individual. He shows that, for each of 
the cycles from 21-35 days (except that of 33 days), menstruation is due to occur 
within +10 days of 280 (the generally accepted length of pregnancy when calcu- 
lated from the first day of the last menstrual period), and by relating the onset of 
labor to the appropriate cyclical date he reduces the standard deviation from LO 
days to 3.5 days. It is suggested that in a patient with an average cycle of 27 days, 
who does not go into labor on the two hundred and seventiethday (10 cycles), labor 
will not start until the end of the next menstrual month, i.e., about the two hundred 
and ninety-seventh day. He quotes 2 cases of 56 day cycles when labor occurred 
on the three hundred and thirty-sixth and three hundred and thirty-fifth day after 
the onset of the last menstruation 336 days being 6 x 56. 

This is a purely clinical observation, and no effort has been made to prove that 
a modified menstrual cycle occurs during pregnancy. 

The investigation is being continued. 15 references. 2 figures. 4 tables. 
Author's abstract. 


PATHOLOGIC. LABOR INCLUDING OPERATIVE OBSTETRICS 


84. The Midforceps Operation. s. DANA. J. Lowa M. Soe. 43:52-57, 
Kebruary 1953. 


The obstetrical forceps in the development of obstetrics is discussed. The chang- 
ing values of midforceps delivery and cesarean section are noted. The difficult 
midforceps operation should be eliminated. The easy midforceps delivery is of 
great value. 

The term “midforceps” is analyzed: “low-mid” forceps (biparietal diameter 
below the spines, but head not on perineum, and vertex not rotated to DOA), and 
“true” midforceps (vertex engaged in inlet, but biparietal diameter not yet below 
spines). This paper deals only with the “true” midforceps operation. 

Factors which make for a safe and easy midforceps delivery are: 

1. Good prenatal care: Cooperation of patient, blood type, and Rh factor for 
availability of blood, careful study of pelvic size, and architecture. 

2. Good management of labor: Wise use of sedatives or labor stimulants, con- 
servation of membranes, good choice of anesthesia, antibiotics, intravenous fluids, 
and nutrition. 


3. Proper indications for midforceps delivery: The obstetrician must be qualified 
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to perform major obstetrics. Good indications may be maternal disease with 
normal pelvis, faulty mechanism of labor, with adequate size of pelvis. Poor 
indications may be “minor disproportion” and fetal distress. 

1. Proper selection and use of forceps: The obstetrician who does a midforceps 
delivery should understand the use of all types of forceps in different pelves and 
different mechanisms of labor. 

Various types of forceps are described. The Simpson, and Elliot types of blades 
with axis traction bars are recommended for the anterior positions of the vertex. 
(Simpson, Dewees, Haig-Ferguson, Elliot, “short,” and Bailey-Williamson). The 
Kielland forceps are described and their uses and dangers discussed. 

The Barton forceps are described, and their use recommended for the vertex 
in transverse arrest in the flat or gynecoid pelvis. 

If the midforceps procedure is treated as a major operation, using every medical 
and mechanical aid available, it should be a safe and valuable procedure. 3 figures. 
—Author’s abstract. 


85. Acule Renal Failure in Obstetrics and Gynecology. D. B. CANNELL, F. E. BRYANS, AND 
L. E. HORNE, Toronto, Ontario. Am. J. Obst. & Gynec. 65:804-14, April 1953. 

Twenty-three cases of acute renal failure in obstetrical patients were reviewed 
in the period 1942 to 1952. Eleven cases were associated with abruptio placentae 
and eclampsia, 8 cases with sepsis, and | each with postoperative shock, incom- 
patible transfusion reaction with shock, sulfonamide intoxication, and periarteritis 
nodosa. In many cases, multiple precipitating factors were present. Of 6 cases 
having complete anurea of one to four days’ duration, 3 died; in the remaining 17 
(oliguric) cases, 4 died. The shortest duration of life after onset of renal failure 
was two days, and the longest, 17 days. The onset of diuresis in surviving cases 
varied from 2 to 12 days. Eight patients survived, although diuresis did not com- 
mence from 8 to 15 days. The exact role of shock was difficult to assess, as con- 
dition before hospitalization was often unknown; but shock was implicated in 
3 fatal cases. In fatal toxemia cases, hypertension was maintained until the ter- 
minal phase. No relationship was found between the presence of hematuria, cortical 
necrosis, and mortality. 

Nitrogen retention occurred after two days of failure; the maximum N.P.N. 
recorded in fatal cases was 214, and in nonfatal cases, 227 mg. per cent. Treatment 
varied and included decapsulation, intestinal dialysis, artificial kidney, peritoneal 
dialysis, sympathetic block, balanced fluids, and excess fluids. Kidney pathology, 
on P. M. examination, suggested involvement of the whole nephron. No greater 
incidence of renal failure was noted in concealed abruptio placentae. The impor- 
tance of prompt blood replacement in obstetric hemorrhage is, apparently, still not 
generally appreciated. Overtreatment with excess fluids has proved fatal. One 
‘annot assess permanence or extent of renal damage from urinary or blood chem- 
istry findings. More radical forms of treatment should be confined to patients not 
responding to balanced fluid intake and protein sparing constituents; decapsulation 
is felt to constitute unwarranted trauma in any case. 18 references. 6 tables.— 
Author's abstract. 
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Review of Three Hundred Fifty-Three Cases of Premature Separation of the 
Placenta. G. ¥. BieBER, New Orleans, La. Am. J. Obst. & Gynec. 65:257- 
68, February 1953. 


The author reports the review of 353 cases of premature separation of the 
normally implanted placenta over a two year period at the Charity Hospital of 
New Orleans. The report covers 79,972 cases with an incidence of 1:226 or 0.44 
per cent, being 0.1 per cent higher in white race over Negro race and most pro- 
nounced in third decade of life. 


Maternal deaths, infant salvage, duration of gestation, percentage of separation, 
toxemias of pregnancies, pitocin, signs, symptoms and findings, causes, and treat- 
ment are all discussed and correlated as they occurred on the three respective 
obstetrical services at Charity Hospital. The conclusions reached and summary 
given in the article are thus the results of the integrated study of three independ- 
ently functioning services and are, therefore, of an unbiased nature. 

Maternal mortality was 1.1 per cent with 56.9 per cent infant salvage. Dr. 
Bieber emphasizes the importance of treating cases with apparently recent fetal 
deaths as having live babies, since such treatment in this series accounted for 23.4 
per cent of the infants born alive. 

It is pointed out that the greatest number of premature separations occurred 
at term and that the tendency for separation was more prone to occur at the end 
of each lunar month. It is accordingly advised that patients who have a tendency 
to threaten be treated conservatively with bed rest and hormone therapy at these 
periods. 

Statistical results regarding conservative vaginal delivery versus delivery by 
cesarean section are discussed. The most important signs and symptoms in order 
of their frequency of occurrence are discussed with regard to effect, treatment, and 7 
final result. 

The review reveals the fact that anemia apparently plays an important role in 
premature placental separations. The greatest number of cases occurred at II 
Gim. and below, decreasing very rapidly above this level of hemoglobin. It would 
appear from this observation that premature separation of the placenta would be 
uncommon in patients with good protein nutrition and hemoglobin levels within 
the upper limits of normal. 

A number of traumatic and anatomic factors are listed and evaluated as to their 
possible direct or indirect effect in causing premature separation. 


5 references. 
figure. 8 tables.— Author's abstract. 


87. Comments on Podalic Version and Extraction. KARL M. WILSON, Rochester, 
N.Y. Postgrad. Med. 13:201-205, March 1953. 


In properly selected cases, podalic version is one of the most valuable means of 
delivery at our disposal, and its employment in such cases should reduce the inci- 


dence of cesarean section, but it does not come into competition with low or mid- 
forceps delivery. 
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The indications are as follows: (1) transverse presentation; (2) on occasions, 
other abnormal presentations such as oblique, persistent brow and face presenta- 
tions with the chin posterior; (3) a prolapsed cord or extremity (compound pre- 
sentation); (4) impending fetal asphyxia with the head high in the pelvis; (5) 
certain cases of antepartum hemorrhage; (6) to effect delivery of a second child in 
a twin pregnancy. 

The advantages of this procedure lie particularly in the rapidity with which it 
can be performed. However, there are certain contraindications to its performance 
and in particular certain conditions which must be fulfilled before it can be con- 
sidered as a safe procedure. 

These are as follows: (1) the cervix must be fully dilated or the completion of 
dilatation easily effected; (2) there must be no marked pelvic contraction or ceph- 
alo-pelvic disproportion; (3) the presenting part must not be so firmly engaged 
that it cannot be easily dislodged; (4) sufficient amniotic fluid must be left in the 
uterus to permit easy turning of the child; (5) a tightly contracted uterus is a 
definite contraindication. 

Failure to observe these conditions is to invite disaster. The field of application 
of this procedure is limited, but in the properly selected cases it should be easy of 
performance and safe for both mother and child. 

There are several points in the technic to emphasize: complete relaxation from 
whatever anesthetic is used is essential; elbow length rubber gloves are helpful. 

In transverse presentation with the back posterior, grasp the upper foot of the 
child for traction; when the back is anterior, grasp the child’s lower foot, or both 
feet. 

When the child presents by the head, grasp both feet for turning and extraction, 
1 figures. 2 tables.— Author's abstract. 


This is a standard paper lo which one can scarcely lake exception. It is pleasant to 
have the author state that podalic version does not come into competition with low or 
mid-forceps.-E. A. S. 


88. A Study of Felal Distress, Its Interpretation and Significance. 3, OPP1E. MCCALL, 
JR. AND REMY W. FULSHER, Portland Oregon. Am. J. Obst. & Gynec. 65: 
1006-19, May 1953. 


Observed changes and/or variations in the fetal heart rate have been used to 
diagnose fetal distress since 1833. Similarly, increased fetal activity in ulero or the 
passage of meconium have served as signs of fetal distress. 

Despite the allusion to such signs, the entity of fetal distress has never been 
clarified satisfactorily. 

There are approximately four obstetric conditions or complications wherein fetal 
distress should reasonably be anticipated. These are abruption of the placenta, 
placenta previa, prolapsed cord, and tumultuous labor and descent. All four alter 
fetal physiology in a detrimental or even fatal manner. 

Fetal distress without one of these four clinical complications is an intriguing 
diagnosis and was the inspiration for this investigation. 
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The incidence of fetal distress is available only from foreign clinics; the Giessen 
Clinic had an incidence of 5.9 per cent; Zurich, 6.5 per cent; Koenigsberg, 13.6 per 
cent; Wuertzburg, 22.8 per cent; Stockholm, 3 per cent. These clinics have made 
no attempt to eliminate fetal distress due to known causes. 

Our series from Emanuel Hospital comprises 173 cases of fetal distress during the 
years 1950-1951. During this period, there were 8,785 deliveries, giving an inci- 
dence of 1.97 per cent. Subtracting those cases of fetal distress that were present 
in one of the four complications as mentioned above, we are left with 137 cases 
with no tangible cause for distress. Our corrected incidence is 1.56 per cent. 

In all cases (156) of fetal distress, so diagnosed because of fetal heart changes 
the commoner types of heart rate changes were slow, slow and irregular, and ir- 
regular (79 per cent). 

Using the criterion of resuscitation needed by the infant immediately post- 
natally, an attempt was made to evaluate the degree of fetal depression attributable 
to the state of fetal distress in ulero. 

The total fetal loss in the series (173) was 14 or 8 per cent. In the corrected 
series (137) the fetal loss was six or 4.3 per cent. The hospital incidence of fetal 
loss for the same period (1950-1951) was 2.43 per cent. 

Significant amounts of resuscitation were required of 23 cases in the entire series; 
7 of these died. In the corrected series 16 cases needed more than casual resusci- 
tation; 3 of these died, 

In the entire series there were 4 stillbirths; in the corrected series, there were 
2 stillbirths. 

In analyzing all the stillbirths (90) for the 1950-1951 period, 20 were intrapartum 
deaths and were under hospital observation. Only 4 showed distress, which is a 
disappointingly low figure if fetal heart auscultation is to offer any prognostic hope 
for fetal salvage. 

There were 124 neonatal deaths in this same two year period. Ten showed fetal 
distress, 7 requiring special attention for resuscitation. In those not showing fetal 
distress (114), 37 required extra help in resuscitation. The remaining 77 required 
virtually no resuscitation and died regardless. 

Thus, resuscitation may not be a truly sound criterion to interpret the jeopardy 
the baby is thought to be in. Therefore, we are left with the case analyses of those 
babies lost to judge the validity of the diagnosis of fetal distress in support of any 
radical departure from standard obstetric management. It then became apparent 
that only one baby could have been salvaged had the mother been sectioned in the 
first stage of labor. To section 137 patients to prevent one fetal loss would be a 
ridiculous extreme. 

Therefore, caution and deliberation are urged in the individual case management 
of those babies in ulero exhibiting what is thought to be fetal distress. This only 
applies to those cases not presenting a recognizable clinical entity known to jeopar- 
dize the fetus. 

It is hoped that this article will stimulate other investigations dealing with fetal 
distress as delineated herein. 20 references. 10 tables.—-Author’s abstract. 
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89. Combined Full Time Intrauterine and Extraulerine Pregnancy with Survival of 
Mother and Both Children. GoRACHAND NANDI, Calcutta, India. J. Obst. & 
Gynaec., Brit. Emp. 60:114-18, February 1953. 


This interesting case is reported owing to the rarity of the condition. About 400 
cases have been reported to date. 

A Bengali, Hindu woman, aged 27 years, 3-para was admitted in Howrah Gen- 
eral Hospital, after having given birth to a living male baby at 36 weeks of gesta- 
tion, 50 days before admission. She had an abdominal tumor, which was diagnosed 
to be an extrauterine gestation sac, containing a liveterm fetus. The baby was 
delivered alive by abdominal section 61 days after birth of the intrauterine baby 
and 312 days after the last menstrual period. During operation, no attempt was 
made to explore or remove the placenta, which was left inside the abdomen to be 
absorbed. The intrauterine baby died after three months. The extrauterine baby 
was perfectly normal and was seen to be in good health after six months. 

Literature has been reviewed for total number of cases reported. Only 12 cases 
of full time combined pregnancy have been found. Detailed reports of 7 such cases 
have been presented. The incidence of combined pregnancy has been calculated 
to be L in 33,000. 

The clinical features of the two groups of full time combined pregnancy have 
been described. Most of the cases have been discovered after labor and a few 
during late pregnancy or during labor. 

The survival of the extrauterine baby in the present case for more than six 
months is another distinctive feature, considering the huge fetal and neonatal 
mortality as found by different workers. 16 references. 1 figure..-Author’s 
abstract. 


9). Presentation of the Fetus through the Reclum. PRANCIS JACKSON, Aspinwall, 
Pa. New England J. Med. 248:338-40, Feb. 19, 1953. 


An unusual case of ruptured uterus is reported from Saudi Arabia where an inci- 
dence of 1 in 50 perforations occur among native women admitted in labor to a 
hospital maintained for employees by the Arabian American Oil Co. at Dhahran, 
Saudi Arabia. This high incidence of one perforation to every hundred term ad- 
missions is compared to previously reported rates from Africa and China. The 
author attributes this complication of labor in native women to a local practice of 
placing rock salt within the vagina after former deliveries, allegedly to restore 
anatomic contours. With repetition, fibrosis and eventual stenosis of the posterior 
vagina occurs, and with successive labors dystocia becomes a serious problem. 
This situation frequently initiates vigorous family or midwife assistance and abets 
perforation. A diet high in carbohydrates and low in fat, proteins, and vitamins is 
also indicated as being an important contributor to these disasters. There is some 
experimental evidence for this. 

The case described was of 30 year old Arabian woman (gravida 5, para 4) who 
was admitted at term on September 13, 1951, 24 hours after the onset of labor 
which was apparently uncomplicated until just before admission—at which time 
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the infant's head was discovered presenting at a dilated anus. Uterine contractions 
had ceased and the contours of the soft parts, condition of the macerated fetal 
scalp, and absent fetal heart sounds indicated that it was not viable. Abdominal 
signs and a shocklike state suggested uterine perforation. Upon exploration, the 
lower circumferential segment of the uterus together with the left adnexa was com- 
pletely infarcted, but the serosa was intact. The presenting part had advanced 
through a retroperitoneal posterior segmental rupture anterior to the cul-de-sac 
and had produced a large tear in the anterior rectal wall. The placenta had sepa- 
rated and together with the dead fetus-was removed. Subtotal hysterectomy, left 
salpingo-oophorectomy, a layered closure of the rectal perforation, suprapubic and 
vaginal drainage, and a loop transverse colostomy were carried out. The patient 
survived with supportive therapy including penicillin and aureomycin and was well 
6 months later after re-exploration with lysis of adhesions, a final (of two) repair 
of a small rectovaginal fistula, and closure of the transverse colostomy. At no 
time was continuity of the vagina and cervix demonstrated while the cicatricial 
stenosis in the posterior vagina was visible and palpable The absence of demon- 
strable cervical, vaginal, or sphincter laceration was considered unique, as was the 
ability to conceive in the presence of the vaginal obstruction The author cites 
many predisposing factors gathered from the literature and implicated in rupture 
of the uterus It is believed that the factor described and illustrated by the study 
is reported for the first time. 9 references. 1 figure. Author's abstract. 


91. Postparlum Convulsions. ¥. J. HOPMEISTER AND R. C. BROWN, Milwaukee, Wis. 
Am. J. Obst. & Gynec. 65:498-504, March 1953. 


Nine cases of postpartum convulsions occurred in the well controlled private 
practices of the obstetricians practicing at Milwaukee Maternity Pavilion. All of 
these occurred in a relatively short space of time and in patients who entered the 
hospital with little or no sign of toxemia, It was not the frankly pre-eclamptic that 
interested the authors. All convulsions occurred within 24 hours after delivery. 
Immediate care instituted by the alert, ever present resident staff resulted in com- 
plete recovery in all cases. 

Searching the literature of the past five years, the authors found practically 
nothing related to postpartum convulsions. 

This condition was considered important enough to warrant a review of these 
cases and the deliveries that occurred at Milwaukee Hospital during this time. An 
attempt is made to re-emphasize the early recognition and treatment of this con- 
dition to all who practice obstetrics. Alerted efforts towards this end will aid com- 
bating toxemia and will further reduce the incidence of maternal mortality. 


It is questioned if the blood pressure standards accepted as indicative of toxemia 
at this time are not too high. 


Emphasis is placed on the fact that the postpartum patient deserves the same 
consideration and careful care as the postoperative patient. 7 references. 4 
tables.—-Author’s abstract. 
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92. Abruptio Placenta afler Fetal Death in Ulero. CHARLES L. SCHNEIDER, Detroit, 
Mich. J. Obst. & Gynec. 1:321-26, March 1953. 


The presence of fetal death in ulero, at 25 weeks of gestation, prompted antici- 
pation of abruptio placentae. The patient was a grand multipara with a high Rh 
antibody titer. One week later, classical abruptio placentae developed. During 
the abruptio there was a marked tendency toward acute maternal fibrinopenia. 
Clinically, the patient appeared to improve spontaneously, and at consultation, 
vaginal delivery was elected in preference to cesarean section. Labor was stimu- 
lated with pitocin and continued without further medication. After three hours of 
active labor the patient went into shock. At laparotomy there was intraperitoneal 
hemorrhage from a right lateral, spiral rupture of the uterus; the rupture had ex- 
tended to, but not through, the cervix; the cervix had not dilated beyond its 
original two centimeters. The clinical diagnosis of abruptio placentae was con- 


firmed by the presence of a large hematoma depressed into the substance of the 

placenta. Long standing fetal death in ulero, but not necessarily erythroblastosis 

fetalis, was confirmed by histologic examination of the placenta. Because of the 
e r 

tragic results, it seemed to be reaflirmed that in abruptio the treatment should be 

the same, namely, immediate delivery, regardless of whether the fetus is living or 


dead, and this by cesarean section, if vaginal delivery is not imminent. Consistent 
with the previous postulation that in a patient with abruptio there may be a hazard 
of continuation of autoextraction of decidual materials into the maternal circulating 
blood, it is again questioned whether labor should be permitted in any case after 
a diagnosis of abruptio placentae. A hazard emphasized by Davis is particularly 
confirmed: the danger of stimulating labor if abruptio occurs long before term is 
great because the cervix may not dilate readily. Clearly, such conditions render 
continuation of labor after a diagnosis of abruptio placentae particularly hazardous 
not only from the point of view of possible continued autoextraction, but also 
because of the possible and even probable presence of damage to the myometrium 
of a couvelaire type, because this might predispose to rupture of the uterus, the 
accident which occurred in the present case. 31 references.—Author’s abstract. 

It has not been sufficiently emphasized that there is a definite indication for cesarean 
seclion in the presence of a dead baby. The author's report reaffirms this very important 
truth.—F. A. 8. 


93. Circumvallate Placenta. RUSSELL J. PAALMAN AND CORWIN G. VANDER VEER, 
Grand Rapids, Mich. Am. J. Obst. & Gynec. 65:491-97, March 1953. 


The clinical significance of circumvallate placenta has been neglected and often 
misunderstood, The few reports in the literature and the results of this study of 
41 cases reveal a high incidence of maternal hemorrhage, premature labors, and 
fetal loss. The reported incidence varies from 1 in 138 pregnancies to | in 208 
pregnancies. 

The common symptoms of circumvallate placenta are vaginal bleeding, hydror- 
rhea, and intermittent uterine contractions. Bleeding usually starts before vi- 
ability of the fetus. It is usually intermittent and mild, but in some cases severe 
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hemorrhage occurs. A watery vaginal discharge occurs in 25 per cent of the cases, 
often difficult to differentiate from ordinary rupture of the membranes. Inter- 
mittent uterine contractions often accompany either the hydrorrhea or bleeding. 
The average onset of symptoms in the series reported was at 20 weeks of gestation. 
When this symptom complex occurs, circumvallate placenta should be suspected, 
even though a final diagnosis must await delivery. The condition is most often 
confused with placenta previa and abruptio placenta. 

Sixty three per cent of the cases delivered before 37 weeks of gestation. Conse- 
quently, prematurity of the infant was a major problem and accounted for all of the 
fetal loss of 29 per cent. 

Complications of the third stage of labor are seen frequently with circumvallate 
placenta. These consist of improper separation of the placenta, and shearing of 
the membranes from the placenta. Either may be accompanied by third stage 
hemorrhage. 

The treatment of circumyvallate placenta, when the presumptive diagnosis is 
made, is directed toward preserving the pregnancy to term, when possible in the 
hope of delivering a more mature infant. During the stage of expectant treatment, 
it is necessary to guard against the two chief threats to the mother, namely, hemor- 
rhage and infection. However, bleeding in some cases may require definitive treat- 
ment. 

Obstetricians should be alert to suspect and record cases of circumvallate pla- 
centa, so that its importance in infant mortality studies may be more accurately 
ascertained, 14 references. 3 tables. Author's abstract. 


PATHOLOGY OF NEWBORN 


94. Neonatal Asphyzia Due To Bilaleral Choanal Alresia. THOMAS 8. CHALKLEY, 
Richmond, Virginia. Virginia M. Monthly. 80:398-400, July 1953. 


Apparently it has been forgotten that Ronaldson showed in 1889 that bilateral 
congenital choanal atresia was a frequent cause of death due to neonatal asphyxia. 
A case is reported that most certainly would have died if immediate action had 
not been taken. This condition is characterized by periodic attacks of cyanosis 
immediately following birth. There is a marked heaving of the chest, and a suffusion 
of the face. If the lower jaw is depressed the infant gasps for air and the color 
improves. Crying improves color rather than getting worse as in atelectasis. 
Bilateral choanal atresia should be considered in any case suspected of having 
atelectasis or enlarged thymus, but having negative x-ray findings. The diag- 
nosis can be made very simply by introducing a #8 catheter into the nares which 
meets an obstruction about 5 em. back on each side. The treatment is surgical, 
and the results excellent. 6 references.—Author’s abstract, 


95. Is Pregnancy Followed by Relative Hypothyroidism? 1. 8. DANOWSKI, 
SUZANNE J. HUFF, D. MRVOS, PATRICIA WIRTH, R. 8. GEORGE, AND F. M. MATEER, 
Pittsburgh, Pa. Am. J. Obst. & Gynec. 65:77-80, January 1953. 


Blood was obtained from 95 women, 1 to 52 weeks following delivery, and 
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analyzed for protein-bound iodine. The results were then compared with those 
obtained from 125 non-pregnant adults in the same age group. The protein-bound 
iodine was found to be significantly lower following pregnancy. 

It is possible that this lower mean postpartum iodine value indicates a depressed 
level of thyroid activity in at least some of the women included in this study. 
Such a state of relative hypothyroidism could account for a portion of the non- 
specific postpartum complaints ordinarily attributed to increased maternal and 
household burdens. A definitive statement cannot be made because (a) no sub- 
stantial number of prepregnancy iodine values are available in this group of subjects, 
(b) it has not been established that variations within the euthyroid range neces- 
sarily reflect altered levels of thyroid activity, and (c) the effects of desiccated 
thyroid administration in these patients have not been defined. On the other hand 
it is known that serum protein-bound iodine levels do accurately reflect hypo- and 
hyperthyroidism and that healthy young adults do not show such downward 
shifts in protein-bound iodine when studied during periods of several months and 
indeed even when examined at intervals of one or more years. The possibility that 
the low mean values are attributable to alterations in serum or plasma proteins 
seems unlikely in view of the repeated demonstrations, chemical and electrophoretic, 
that within 6 to 12 weeks of delivery the protein fractions have returned to values 
and patterns characteristic of nonpregnant adults. 

The finding of lower serum protein-bound iodine values during the first: year 
postpartum raises the possibility that an interval of relative hypothyroidism 
follows upon normal pregnancy. 14 references. 2 figures. Author's abstract. 


gynecology 


THE MENSTRUAL CYCLE 


96 Menstrual Characteristics of Women Living in a Tropical Climate. G. BR. 
WADSWORTH, Singapore, Malaya. J. Obst. & Gynaec. Brit. Emp. 60: 110-113, 
February 1953. 


Information about the menstrual characteristics of 86 women (27 Europeans 
and 59 Asians) living in Singapore was obtained. The subjects of the inquiry filled 
in details of their menstruation, as it occurred, on a printed form. 

The mean duration of flow for Asians was 4.8 days (+0.137) and for Europeans 
5.4 days (+0.108). The difference between the two means was statistically sig- 
nificant. 

The mean length of the menstrual cycle for all subjects was 29.9 days (+0.108). 
The difference between the mean length of the cycle for Asians and Europeans was 
not statistically significant. 

Ninety-four per cent of subjects had menstrual symptoms; but in only 15 per 
cent did they seem of any severity. 
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The mean number of pads used during one menstruation was 11.49 per subject. 

The reported age of the menarche of the Asians was 13.6 years. 

It was concluded that, apart from a possible increase in the duration of flow for 
Europeans, the present inquiry did not provide evidence that living in a tropical 
climate affected menstrual characteristics. 12 references. 1 figure. 3 tables. 
Author's abstract. 


THE PATHOLOGY OF THE VULVA AND VAGINA 


97. Posterior Vaginal Enterocele (Hernia of the Cul-de-Sac of Douglas, A Study 
Based on 91 Private Patients). Louris &. PHANEUF, Boston, Mass. Am. J. 
Obst. & Gynec. 1:257-262, March 1953. 


Originally posterior vaginal enterocele, or hernia of the cul-de-sac of Douglas, 
was Classified as a high rectocele. Eventually it was found that this hernia had 
nothing to do with the reetum and careful study showed it to be a separate entity 
found above the rectocele. The lesion may occur as the result of an abnormally 
deep cul-de-sac of Douglas, a congenital defect, as the result of the trauma of 
labor, by the tearing or stretching of the thin rectovaginal fascia, or it may follow 
certain operations for the radical cure of uterine prolapse and its allied lesions, 
such as vaginal hysterectomy and the combined vagino-abdominal operation. 

There are three methods in common use for the correction of this disorder. In 
1909, G. Marion, of Paris, proposed the obliteration of the cul-de-sac of Douglas 
by means of superimposed layer sutures, using non-absorbable material. In 1912, 
A. V. Moschcowitz, of New York, proposed a similar but more extensive operation 
in the cure of prolapse of the rectum, this procedure being equally applicable to a 
hernia of the cul-de-sac of Douglas. In 1922, George Gray Ward, of New York, 
presented a well-planned vaginal operation for the radical cure of enterocele. The 
Ward vaginal operation is the one that is usually employed by the author, the 


abdominal operations of Marion and Moschcowitz being reserved for the very 


large hernias and for those complicated by adhesions. In performing vaginal 
hysterectomy for prolapse this hernia may be prevented, in most instances, by 
approximating the uterosacral ligaments in their whole length. 

Ninety-one private patients were operated upon for enterocele. In the follow-up 
we were able to trace seventy-nine. There were six recurrences, 7.6 per cent; one 
was corrected by a total colpocleisis, and another by the LeFort subtotal col- 
pectomy. The four remaining hernias were slight and were not corrected. One 
patient, 73 years of age, died of a massive pulmonary embolus seven days after 
operation, giving a mortality of 1.09 per cent. The ages of the group of operated 
women varied between 35 and 80 years. 6 references. 6 figures. 5 tables.—Author’s 
abstract. 


98. Primary Carcinoma of the Vagina. weLVIN pb. BIVENS, Ann Arbor, Mich. 
Am. J. Obst. & Gynec. 65:390-399, February 1953. 


This paper presents a clinical and statistical analysis of 46 cases of primary 
carcinoma of the vagina seen at the University of Michigan Hospital from 1931 
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to 1951. The relative incidence of this rare disease was 1.5 per cent of nearly 3,000 
malignancies of the female genital tract studied in the past twenty years. The age 
range of the subjects was from 15 to 83 years with an average of 64. A case report 
on the youngest patient is given. Race and parity data reveal 43 whites, 2 Negroes, 
and one Mexican, with all but two having been married and 41 having one or more 
children. Thirty-five patients had ceased to menstruate prior to the onset of 
symptoms associated with the vaginal carcinoma. Two possible predisposing 
factors were noted: (1) prolonged use of a pessary, and (2) senile vaginitis. Symp- 
toms are presented in table form in the order of most common occurrence. The 
time wasted between the onset of symptoms and the first medical consultation 
averaged 5.7 months. The locations of the lesions are presented in two manners: 
the third of the vagina affected and whether on the anterior, posterior or lateral 
vaginal wall. The neoplasm is described in gross appearance using Healy's group- 
ing and the histopathologic grading of 36 cases is supplemented with three micro- 
photographs. Three cases were diagnosed as papilliferous adenocarcinoma of the 
yagina. A brief history of treatment includes tables on types of therapy and abso- 
lute survival rates. Therapeutic methods were primarily radium and x-ray but 
7 surgical procedures were also employed. Eleven patients (27.5 per cent) of 41 
eligible cases survived five years or more. Courtial’s Clinical Classification and 
survival rate is compared with that of the University of Michigan. The 5-year 
survival rates of carcinoma of the cervix and carcinoma of the vulva are consider- 
ably higher than for primary carcinoma of the vagina. The lymphatic drainage 
for the upper third of the vagina is almost identical with that of the cervix and the 
lower third is drained through the same channels as those of the vulva. The author 
suggests that if one treated primary carcinoma of the upper third of the vagina 
with radium and x-ray as we do carcinoma of the cervix and carcinoma of the lower 
third of the vagina with radical excision and careful dissection of the lymph nodes 
as we do for carcinoma of the vulva, the survival rate might improve. 23 references. 
3 figures. 8 tables. Author's abstract. 


99. Primary Carcinoma of the Vaginal Vault following Tolal Hyslerectomy for Non- 
Malignant Conditions. MAJORIE DUNSTER, DOUGLAS BENNETT, Bristol, Eng- 
land. J. Obst. & Gynaec. Brit. Emp. 60:126-128, February 1953. 

Three cases are reported where a primary carcinoma of the vaginal vault ap- 
peared some years after total hysterectomy for non-malignant conditions. Out of 
eleven cases of carcinoma of the vagina over a period of fifteen years at this Center, 
six cases were associated with a procidentia, Bartholin’s gland or involving the 
cervix; of the remaining five cases two were low down in the vagina. The only 
three cases in the vaginal vault were the three reported and all followed total 
hysterectomy. 

Other centers were asked for their experience, but only seven other similar cases 
could be collected. In one of these a pre-invasive carcinoma had been suspected, 
but this was not subsequently confirmed by section at the time of the hysterectomy. 

In all the reported cases the cervix was removed by close dissection as dense 
pelvic adhesions following chronic pelvic sepsis were present. 
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In view of the close relationship of the cervix to the vault of the vagina it was 
suggested that in total hysterectomy the whole vaginal portion of the cervix 
should be adequately removed as islets left behind may be the cause of trouble. 
2 references._-Author’s abstract. 


PATHOLOGY OF THE UTERUS INCLUDING CANCER 


100. The Clinical Significance of Misplaced Endocervical Tissue—Heleroplastic 
Endocervical Tissue. w. MonLER, Philadelphia, Pa. Am. J. Obst. & 
Gynec. 65:748-757, April 1953. 


Since carcinoma of the cervix is one of the most common forms of malignancy 


and since it is an accepted fact that carcinoma seldom develops in normal tissue, 
it is our thought that an accepted standard for the evaluation of a normal cervix 
should be adopted. 

The term “heteroplastic endocervical tissue” is used to describe the phenomenon 
of misplaced endocervical tissue as it appears on the vaginal portion of the cervix 
during the reproductive period in women. This tissue was recognizable after 
puberty in 53 per cent of the nulliparous and virginal women in our series of patients 
which was a spot check of many hundreds of case histories. Cervicitis, endocervi- 
citis, granular and papillary erosions, etc., are variable changes which take place 
in what was originally heteroplastic endocervical tissue. 

The anatomy and physiology of the cervix and the portio vaginalis are described 
as standards for a normal cervix. 

Heteroplastic endocervical tissue functions as normal endocervical tissue orig- 
inally and is histologically identical with it. When heteroplastic endocervical tissue 
is exposed to the acid vaginal secretion which is an abnormal habitat for it, the 
unusual behavior of the misplaced columnar epithelium develops and erosions and 
inflammatory reactions occur at the site where the columnar and squamous epi- 
thelia meet. 

Erosions and eversions of the cervix are discussed. 

The data indicated that 53 per cent of nulliparous and virginal women who con- 
sulted the author had various degrees of heteroplastic endocervical tissue. It also 
showed that if the heteroplastic tissue was destroyed properly it would recur in 
only 3 per cent of women following labor and delivery. 6 references. 6 figures.— 
Author's abstract. 


101. Intraepithelial Carcinoma of Cerviz. JouN 3. ANDUJAR, Fort Worth, Texas. 
Texas State J. Med. 49:86-93, February 1953. 


A total of 57 cases of intraepithelial carcinoma of the cervix, covering the period 
from 1937 to 1952, is reviewed. No cases treated by radium or roentgen ray are 
included, nor are borderline states nor lesions discovered at autopsy included, so 
that this is a selected series. During one recent three year period the incidence was 
0.47 per cent of the cervices examined. 

The average age of the patients was 38.7 years, the median 36 years, with min- 
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imum and maximum limits of 27 and 61 respectively. Of the 57, 11 were single 
and 46 married. One died from an accident, 3 from nonconnected illnesses, and 8 
could not be followed. Of the remaining 45, there has been no evidence of recur- 
rence, although in most instances follow-up is of too short duration for statistical 
significance. 

The questions of criteria, diagnosis, reversibility, and treatment are briefly dis- 


cussed. 

The importance of multiple or cone biopsies is stressed with the emphasis on the 
paramount necessity of excluding possible adjacent invasive carcinoma. 19 ref- 
erences. 2 figures. 1 table.—Author’s abstract. 


102. Carcinoma of the Cervix Uleri. a. LAasH, Chicago, Il. Surgical Clinics of 
N. A. 33:231-240, February 1953. 


The limitations of surgery in the treatment of carcinoma of the cervix are in 
general the skill and experience of the gynecologist, the general condition of the 
patient, the extent of the cervical carcinoma and the surgical facilities of the 
hospital. Although some of these limitations have not changed since the time of 
Emil Ries and Wertheim, our horizon for more radical surgery has been projected 
by improved preoperative preparation, by better anesthetics and medical anesthesi- 
ologists, by the antibiotics and sulfa drugs and by the bettet-appreciation of electro- 
lyte fluid balance in the postoperative care. 

The general condition of the patient which is not or cannot be brought up to a 
normal status to withstand an extended radical surgical procedure, is a limitation. 

The local conditions limiting radical surgery are bilateral edema of the lower 
extremities, obvious aortic node involvement and bilateral fixation of the para- 
metrium to the pelvic wall by neoplastic involvement. 

Therefore the limitations of surgery in the treatment of carcinoma of the cervix 
uteri are the skill of the gynecologist, access to large numbers of carcinoma patients, 
general condition of the patient as well as local extension of the neoplastic disease. 

Early lesions (limited to the cervix), radioresistant ones or recurrences are gen- 
erally considered within the limits of surgical endeavor with the expectation of in- 
creasing our five year survivals as well as cures. 


103. Adenoacanthoma in a Uterine Fibroid. Grack M. RITCHIE, Glasgow, Scotland. 
J. Obst. & Gynaec. Brit. Emp. 60:129-130, February 1953. 


A nullipara, aged 39, following complaint of heavy menstrual and intermenstrual 
bleeding over the previous eight months, was admitted to hospital for curettage 
on January 30, 1948. The endometrium was proliferative in phase, with chronic 
inflammatory change in the stroma. One or two portions of the tissue showed 

j whorls of squamous cells in relation to the columnar epithelium of the glands or 
lying free in the stroma, and in these portions smooth muscle fibers could be identi- 
fied. The significance of these findings was not appreciated and no further treat- 
ment was undertaken at this time. 

Almost three years later, persistence of symptoms necessitated repeat curettage 
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and insertion of a menopausal dose of radium. The histological picture was essen- 
tially similar to that seen in the original curettings but in certain areas irregularity 
of the gland acini was more marked, a few mitotic figures were present, and the 
islands of squamous epithelium were larger and more numerous. In the stroma of 
these areas smooth muscle fibers were present suggesting that invasion of the 
myometrium by epithelial elements had occurred. 


Total hysterectomy, with bilateral salpingo-oophorectomy was performed in 
November, 1950. The uterus contained multiple fibromyomata; the lining was 
smooth except in its upper portion where a soft polypoidal mass protruded into the 
uterine cavity. This mass possessed the basic structure of a submucous fibromyoma, 
but interspersed among the fibromuscular bundles were gland acini and numerous 
plaques of squamous epithelium of varying size—some resembling epithelial cell 
nests, others with central necrosis — the whole thus constituting an adenoacanthoma. 
Thorough examination of the uterus failed to reveal any extension of the tumor 
either locally or at a distance. The cervix showed slight chronic inflammatory 
change, with patches of squamous metaplasia in the endocervix. A few simple 
follicular cysts were present in the left ovary and slight chronic inflammatory 
change in the left Fallopian tube. 

Subsequent examination in March, 1951, showed that the patient’s general 
condition was good, and no gynecological abnormality was detected. 

Brief reference is made to the significance of “epidermization” in the uterus. 
It is emphasized that each case must be assessed individually for malignancy, 
having regard to its own cytological characteristics. In the case described above, 
the regularity of the columnar epithelium, lack of mitotic figures in both types of 
epithelium and the purely local infiltration into the submucous fibromyoma sug- 
gest that the tumor was in fact benign though theoretically malignant. 

The illustrations of the curettings and uterine tumor provide a more adequate 
picture than words can convey. 


104. A Twenty Year Sludy of Radiological Treatment of Cancer of the Cervix at the 
Montreal General and Royal Victoria Hospitals, Montreal, Canada. ELEANOR 
PERCIVAL, Montreal, Canada. Am. J. Obst. & Gynec. 65:386-389, February 

1953. 


The treatment of carcinoma of the cervix today is in a state of thix —some clinics 
favor radical surgery while others find radiological treatment more successful. 
Policies as to the best method of treatment can only be evolved when five year 
survival figures in sufficient numbers are available in both forms of treatment. 
Twelve hundred cases treated in Montreal at the Royal Victoria and Montreal 
General Hospitals, between the years 1927 and 1946, are reviewed. In general, the 
treatment consisted of two radium treatments followed by deep x-ray therapy 
given through four portals. For comparison the survival rate in the first ten years 
is compared with the 1937 to 1946 results. There is a 9 per cent increased salvage 
in the latter series. Other clinies— Heyman of Stockholm, Hunt of Omaha—also 
report improvement in the same years of about 20 per cent. There is an increase 
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in the number of Stage | and 2 cases in the second series which accounts in part 
for the improved salvage, but greater care in the application of radium and x-ray 
therapy to each individual patient is felt to play an important part. 

Still greater improvement is to be expected in the future, with the newer iso- 
topes, more powerful x-ray machines and Cobalt bombs. The radiological treat- 
ment of carcinoma of the cervix is therefore not at a standstill but is still the key- 
stone in the treatment of cervical malignancy today. 5 references. 5 tables. 


Agreed. It is quile true thal radiological treatment of carcinoma of the cervis is still 
the keystone in the treatment of cervical malignaney and with the greater number of 
early cases reporting for treatment, improvement will continue on a steadily increasing 


scale,_Editor. 


105. Pelvic Evisceration with Primary Bowel and Ureleric Anaslomoses. G. ©. 
MOLONEY, Oxford, England. Brit. M. J. 48/2:706-707, Mar. 28, 1953. 


A “wet” colostomy is one of the most unpleasant of the miseries we inflict on 
our patients in order to save life. It has been necessary to establish such a colostomy 


after pelvic evisceration but it may not always be so in some patients as this 
present case shows. In a man of 55 with an extensive carcinoma of the sigmoid 
region causing a vesico-colic fistula it was necessary to perform pelvic evisceration, 
but the pelvic diaphragm and perineal structures were left as well as a small strip 
d of rectum above levator ani muscle. After excision of an appropriate portion of 
bowel and mesentery the proximal bowel was mobilized and anastomosed to the 
distal stump. The ureters were then transplanted into the colon above the anas- 
tomosis of bowel. This was a one stage procedure, though two days later a urethral 
catheter was placed into the cecum. After surviving the complications of small 
intestinal obstruction and femoral thrombosis the patient recovered and is back at 
his work as a postman, has good anal control of urine, stools, and wind, and a yeat 


after operation showed no sign of recurrence. 
This case represents a fusion of the present tendency towards widespread ex- 
cision of pelvic organs and that of preservation of the anal sphincter where indi- 


cations are favorable. 

An encouraging answer is given by this patient to the subsequent state of anal 
control when most of the rectum and sigmoid colon are removed before making a 
ureteric transplantation. [t is suggested that the operation also be tried for uterine 
and vesical carcinoma with extensive invasion into adjacent organs provided ex- 
cision is adequate. 3 references.-Author’s abstract. 


PATHOLOGY AND PHYSIOLOGY OF THE ADNEXAE 


106. Pelvic Inflammatory Disease. 4. CLOSE HESSELTINE, Chicago, Surgical 


Clinies of \. A. 33:269-277, February 1953. 


Pelvic inflamunatory disease exists today and undoubtedly will continue to 
exist, perhaps more often in a minor form. The extent of this disease has been 
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greatly reduced or prevented by antibiotics and newer therapies. However, certain 
conditions predispose to pelvic inflammatory disease: (1) secondary infections in 
the pelvis incidental to appendicitis, infections either in the upper abdomen, or to 
infections of the large bowel; (2) traumatic manipulations in the pelvis in associ- 
ation with surgery elsewhere in the abdomen; (3) localization of infection from 
lymphatic or blood stream source; (4) spread from the cervix (as cervical stem 
pessary); or (5) infections secondary to abortion or delivery. Still another type of 
infection occurs, the virus disease lymphogranuloma venereum. 

The nature and behavior of the invading organism affect considerably the nature 
of the pathologic picture. The microorganism may produce damage by toxins 
upon vital organs and blood cells. Another response is induration or cellulitis which 
may not resolve, may involve or proceed to suppuration. Some organisms cause 


surface damage mainly. Tuberculosis and actinomyces may end in hypertrophic 
mass. 

The symptoms of pelvic inflammatory disease coincide in general with the type 
of host resistances and nature of localization. The chronic residual process from 
tuberculosis is insidious. Usually active infection causes leucocytosis and other 
comparable response. Gonococcal, puerperal and postabortal infection yield the 
greater reaction and peritoneal insult, but exacerbation of a residual process does 
not produce as much leucocytosis. 

The diagnosis of pelvic inflammatory disease must consider not only the direct 
diagnosis of pelvic peritonitis or inflammatory disease or residual process but differ- ‘ 
entiate particularly endometriosis, ectopic pregnancy and varicosities of the pelvis. 
Symptoms of dysmenorrhea, abnormal or peculiar menstrual flow, and pain may 
be and are usually associated with all or any of the pelvic inflammatory conditions. 

The treatment of the initial infection should be directed toward causative organ- 
isms whenever their identity is known or suspected. Surgery is indicated only for 
the drainage of abscess or the removal of tissue which does not involute and when 
much distress persists. Residually damaged structure may cause abnormal pliysio- 
logical behavior or terminate in destruction of the involved pelvic structures. 
Medical treatment of pelvic rest, avoidance of sexual congress, and like effects may 
permit much symptomatic improvement. When surgery becomes necessary— 
which is infrequent today—all infected tissue should be removed even though it 
terminates in castration. Incomplete removal of diseased tissue only leads to 
additional surgery with increased complications due to adhesions and alteration 
of the tissue. Irradiation castration is not an accepted therapy today. 

The best treatment is early specific treatment thereby preventing the residual 
damages and tissue destruction. 5 references. 


OPERATIVE GYNECOLOGY 


107. Indications for the Sterilization of Women. JAMES F. DONNELLY AND FRANK R. 
Lock, Winston-Salem. North Carolina M. J. 74:1-5, January 1953. 


Two types of sterilization are being done in the state of North, Carolina. The 
first is the involuntary type and can be done with the permission of the Eugenics : 


196 « seplember 1953 QUARTERLY REVIEW OF SURGERY 


at 


Board which is set up in the state. This permits sterilization of the mentally dis- 
eased, feeble-minded or epileptic or when indicated for the best interest of the 
patient or for protection of the public against reproduction of children with serious 
physical, mental, nervous disease or deficiency. Voluntary sterilization, in con- 
trast, is not well covered by the law. There is no specific statute referable to 
sterilization. However, most lawyers feel that if there are proper medical indica- 
tions, the court will back the physician. Even with the agreement of both husband 
and wife, there is some risk in performing a sterilization procedure. 

A survey was made throughout the southeastern states in an effort to find out 
what was considered to be adequate medical indications for voluntary sterilization. 
It was felt that in patients with hypertensive disease, with evidence of permanent 
lesions such as renal, retinal or cardiac, there is sufficient justification. Heart 


disease only when previous failure had occurred was likewise considered an indi- 
cation. Patients who have had extensive pulmonary tuberculosis or marked re- 
duction in pulmonary function are felt to warrant sterilization. In certain heredi- 
tary diseases, provided the complete genetic background is known and the risk of 
a serious hereditary defect is sufficiently great, tubal ligation might well be per- 
formed. A few psychiatric disturbances might indicate the procedure. 

There is some variation of opinion concerning sterilization after repeat cesarean 
section. It was felt, in general, that the patient who had had two cesareans and 
was desirous of sterilization, that the operation could be performed. Certain other 
factors might enter into consideration in this situation. 

There was slight variation of opinion concerning the indication of multiparity. 
No definite conclusions were drawn concerning this; however, it was felt that it 
certainly should not even be considered in the patient who is less than 30 years of 
age and who has less than five living children. 

Also listed is a number of conditions for which sterilization had been performed 
in the state of North Carolina and which definitely were not felt to be good indi- 
cations. There include Rh incompatibility, heart murmurs without proven heart 
disease, previous obstetric difficulties such as difficult deliveries, repeated fetal 
loss, hyperemesis gravidarium, simple lack of desire for further children, disability 
of the husband, economic and social factors and tubal ligation in the course of 
other operative procedures. 3 references. 


108. Intrauterine Implantation of Oviduels for Cornual Occlusion by a Reamer 
Technique. JAMES J. SWENDSON, St. Paul, Minn. Am J. Obst. & Gynec. 
65:150-157, January 1953. 


A method of intrauterine implantation of oviducts for cornual occlusion by a 
reamer technique, with slight modifications from the method of Holden and Sovak, 
é has been described. 

Four cases of bilaterally occluded oviducts treated by this procedure have been 
reported. Reconstructive surgery in the first case resulted in one abortion followed 
by the delivery of three living children; in the second case, by delivery of one living 
child and two subsequent abortions; in the third case, by an unproved spontaneous 
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abortion of a two months’ gestation. The fourth case resulted, as did the other 


three, in patent oviducts, but conception had not occurred eight months post- 
operatively, 


The reamer technique of implanting into the uterine cavity the patent portions 
of oviducts occluded in their cornual portions is worthy of trial for the relief of 
otherwise absolute sterility. 

A higher incidence of abortion than occurs normally may be expected following 
successful implantation operations by the reamer technique. 2 references. 6 figures. 


109. Management of Relroversions and Retroflerions of the Uterus in General Prac- 


lice. JOUN RB. MecatN, Atlanta, Ga. New York State J. Med. 53:19-24, 
January 1953. 


Retrodisplacement of the uterus may be classified as being either “simple” or 
“complicated.” A “simple” retrodisplacement is produced by the absence or 
relaxation of the supporting ligaments and is not associated with other pathologic 
conditions in the pelvis. 


“Complicated” retrodisplacements are associated with, 
and often caused by, other pelvic pathology. The abnormalities most frequently 
encountered include endometriosis, pelvic inflammatory disease, fibromyomas of 
the uterus, and postpartum relaxations of the pelvic floor. 

The only symptoms caused with any frequency by retrodisplacements of the 
uterus are lumbosacral backache and/or low abdominal pressure symptoms which 
are relieved by rest. “Simple” retrodisplacements of the uterus are rarely sympto- 
matic and operative treatment is seldom indicated. Before advising a surgical 
suspension for a simple retrodisplacement of the uterus, a therapeutic test should 
be employed to determine the amount of relief which can be obtained by the change , 
in the position of the uterus. This test involves the use of a vaginal pessary during 
a period of four months. 


The symptoms of patients with “complicated” retrodisplacements are rarely 
caused by the altered position of the uterus. The indications for surgical inter- 
vention should be determined by the additional pathology which is producing the 
symptoms. A suspension of the uterus alone will not relieve the patient's symptoms 
if such conditions as endometriosis, inflammatory disease, vaginal relaxation, ete. 
are also present. 

Satisfactory results from surgical suspensions of the uterus can best be obtained 
by the carefal selection of the patients for the operation. The exact operative 
technic is relatively unimportant. A retrodisplacement of the uterus is never an 
urgent indication for surgical treatment. 5 references. 4 figures. 


FEMALE UROLOGY 


110. The Ischiocavernosus Musele-Sling Procedure for the Correction of Urinary 
Stress Incontinence. JAMES ©. GoopwtN, Toronto, Ont. Am. J. Obst. & Gynec. 
65:65-72, January 1953. 


This paper represents the preliminary report of a simple “sling” procedure which 


198 « seplember 1953 QUARTERLY REVIEW OF SURGERY 


| 
/ | / : 


has been devised and its use is reported in the first 56 cases of urinary stress incon- 
tinence operated upon (49 private and 7 public ward). The essential feature of the 
: operative procedure is the utilization of the paired ischiocavernosus muscles for 

this purpose. A part of the anterior portion of the belly of each of these muscles is 

displaced to the midline and sutured just below the urethral orifice. This “sling” 
would appear to take on a voluntary sphincter effect, augmenting or replacing in. 
function a previously damaged or defective external urethral sphincter. It is 
possible that marked atrophy of the ischiocavernosus muscles in very elderly 
patients may preclude this procedure, though atrophy of this extent would appear 
to be rather uncommon. The series of cases included 2 nulliparous and 54 parous 
patients. In 23 cases the “sling” was done as the only “anterior” vaginal pro- 
cedure; and in 33 it was done in conjunction with other vaginal procedures for the 
correction of some form of genital prolapse such as cystocele, uterine prolapse, ete. 


The results so far seem to be encouraging and appear to warrant the later report 
of a larger series of cases. | believe this is advisable before any more conclusive 
statement is made as to the value of the procedure. In this series there was no 
death nor any significant morbidity. 5 references. 8 figures. 


ENDOCRINOLOGY 


111. Some Endocrine Effects of Neostigmine. ©. PREDERIC FLUHMANN, San Fran- 
cisco, Calif. West. J. Surg. 67:116-129, March 1953. 


There is experimental evidence that ovarian function may be influenced by the 
autonomic nervous system, and that these effects are mediated through the an- 
terior hypophysis. 

The daily administration of neostigmine at the dosage and under the conditions 
employed in this study resulted in: (1) a premature development of ovarian activ- 
ity with consequent precocious opening of the vaginal introitus, then (2) a period 
of depression, succeeded by (3) normal ovarian function with rhythmical estrous 
cycles. 

It was not possible by such means to induce vaginal opening in either hypo- 
physectomized or castrate immature rats. 36 references. 5 figures. 


112. Adrenocorlicolrophie Activity of Placental Extracts. v. G. SULMAN AND FP. BERG- 
MANN, Jerusalem, Israel. J. Obst. & Gynaec. Brit. Emp. 60:123-125, Feb- 
ruary 1953. 


ACTH is formed in the human placenta. [It was extracted as follows: Immedi- 

ately after delivery the placenta was externally washed with tapwater, minced in 

a meat grinder, weighed and stirred into a volume of acetone equal to the weight 

e of the sample. The precipitate was removed by suction through a Biichner funnel 
and discarded. The filtrate was poured into 9 times its volume of acetone and 

allowed to stand for 12 hours in the refrigerator. Then the supernatant acetone 

was decanted and the precipitate dried by washing with ether. Finally, it was dis- 

? solved in n/20 NaOH (1 ce. corresponding to 10 Gm. of placenta tissue), shaken 
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for one hour, neutralized with some drops of n/4 acetic acid, centrifuged and the 
supernatant injected into green-adapted tree frogs (hyla arborea). This method of 
assay measures the chromatophorotropic activity (C-factor) of the extract, not, 
however, the adrenal ascorbic acid depleting effect (A-factor). 

The amounts found with this method are, however, not sufficiently high to 
warrant its use for the manufacture of ACTH for general use. It may perhaps be 
worthwhile to reserve this procedure for those rare cases in which sensitivity 
towards ACTH of animal origin has been encountered. 

The fact that the placenta produces the ACTH C-factor along with other hor- 
mones of the pituitary anterior lobe (e.g. ACTH A-factor, FSH, LH, LTH) shows 
that the placenta may replace the anterior lobe in the pregnant body. Further- 
more, it indicates that the so-called intermediate lobe is functionally part of the 
anterior lobe. 18 references. 1 table. 
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© promptly effective against a 
broad-spectrum of urinary pathogens 


@ high concentration in active form 
in urinary tract 


@ well tolerated, even upon prolonged 
administration 


“The resistant cases showed remarcable 
. has cured where afl other antibiotics have 


“Patients with pyelitie wero well and 
doing their usual duties within 24 hours. , 


“Morbidity from. apparent genito-urinary 
causes was noted in only one patient of 44. 
patients whe received prophylactic Terremycin.”” 


“Terramycin is generally well tolerated, the 
of relapses being low and the percentage 
of bacteriological as well as clinical cures high.”* 


Traftes, M.. und Ling, M, Uhid, (Feb.) 3959. 
Blakey, Canad, MOA, 66:151 {Febs,) 1983, 
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‘ 
agent of choice in urinary tract infections 
for 
chronic tract 
+ 
zer LAI BROOKLYN €. N.Y. 


enhance 


anabolism... 


Depo- lestosterone 


‘Trademark 


Reg. Pato 


ce. contains: 

Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 
Chlorobutanol 

Cottonseed Oil 

50 mg. per ce. available in 10 ec. vials 
100 mg. per ce. available in 1 ec. and 
10 ce. vials 


The Upjohn Company. Kalamazoo, Michigan 
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